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LETTER FROM ADMINISTRATOR

I am pleased to present the SAMHSA FY 2012 Performance Budget. SAMHSA’s
FY 2012 budget request reflects a restructuring of SAMHSA’s programs to focus resources on
making progress on HHS’ and SAMHSA’s strategic initiatives and improving the Nation’s
behavioral health service system. A total of $3.6 billion is requested for FY 2012, representing a
net increase of $67 million over FY 2010. It restructures SAMHSA’s programs to increase
effectiveness and efficiency and to provide increased focus on prevention of substance abuse and
mental illness and promotion of emotional health, and to assist Tribes in addressing substance
abuse and suicide issues within their communities. It also addresses emerging issues such as
primary/behavioral health care integration, health information technology in the behavioral
health field, and the special behavioral health prevention and treatment needs of military
families. In addition, SAMHSA'’s restructuring invests funding to improve the data systems that
monitor the performance of SAMHSA programs and to increase public awareness that
behavioral health is essential to health, prevention works, treatment is effective, and people
recover.

The Nation’s economic situation has put a strain on public funding at both State and Federal
levels. For example, almost every State in the Nation has had to reduce its health and social
services spending and many anticipate further reductions in the near future. Therefore,
SAMHSA’s resources are all the more important for States, Tribes, Territories and communities.

SAMHSA needs the ability to implement a flexible, thoughtful and deliberate theory of change
to improve the Nation’s behavioral health service system. SAMHSA seeks to identify emerging
issues, foster innovative solutions to real world problems, demonstrate and disseminate new
research or promising practices, and use limited, short-term discretionary grant investments to
move evidence-based practices and policies into the Nation’s core behavioral health system
funded either through Block Grants to States, formula grants to States and Tribes, on-going
discretionary grants, State and County funding, Medicaid/Medicare, or private insurance.
Therefore, SAMHSA is requesting a new budget line in FY 2012 for Innovation and Emerging
Issues which will include new funding to address high priority issues and opportunities emerging
as a result of new science, new collaborations, or recent new laws such as the Mental Health
Parity and Addiction Equity Act, the Affordable Care Act and the Health Information
Technology for Economic and Clinical Health.

To accomplish these goals, SAMHSA’s FY 2012 budget: 1) creates the Substance Abuse - State
Prevention Grant (SA-SPG), the Mental Health - State Prevention Grant (MH-SPG), and the
Behavioral Health - Tribal Prevention Grant (BH-TPG); 2) combines the budget lines for the
three Programs of Regional and National Significance (PRNS) into a single account for
Innovation and Emerging Issues (IEI); 3) consolidates funding for three different data collection
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systems and the evidence-based practice registry into one Performance and Quality Information
Systems (PQIS) budget line; 4) consolidates a number of communications contracts funded from
across SAMHSA and SAMHSA’s previous health information network into a new budget line
for Public Awareness and Support (PAS); and 5) consolidates several other activities currently
‘funded from multiple lines within SAMHSA into a single budget line for Regulatory and
Oversight Functions (ROF).

The FY 2012 SAMHSA budget represents a bold plan of action to increase effectiveness and
efficiency, build on new opportunities including preparing for changes in the Nation’s healthcare
system, and better meet the behavioral health needs of the Nation. This budget will help
SAMHSA support programs providing critical services for those individuals in need of
behavioral health care that is not covered by public or private insurance. SAMHSA has spent .
years supporting a robust discretionary portfolio to test and refine proven practices. Now is the
time to begin bringing those practices to scale in every State and Tribe as SAMHSA continues to
look for innovative approaches to test in the field and to collaborate with Federal and other
partners to chart a course for the future.

Pamela S. Hyde /I
Administrator
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SAMHSA Overview

The Substance Abuse and Mental Health Services Administration (SAMHSA), part of the U.S.
Department of Health and Human Services, is the principal Federal Agency charged with
increasing access to substance abuse and mental health services. SAMHSA was established in
1992 and reauthorized in 2000. SAMHSA provides leadership on behavioral health issues
nationwide; administers a combination of competitive, formula, and block grant programs and
data collection activities; promotes practice improvements and provides information about
behavioral health and available services to the public and to behavioral health providers and
practitioners. Programs are carried out through the Center for Mental Health Services (CMHS);
the Center for Substance Abuse Prevention (CSAP); the Center for Substance Abuse Treatment
(CSAT); and the Center for Behavioral Health Statistics and Quality (CBHSQ). Finally, the
Office of Policy, Planning and Innovation (OPPI) is guiding SAMHSA’s innovation and
emerging issues agenda.

Behavioral health plays a crucial role in the health and well-being of individuals and their
communities. SAMHSA is committed to making sure that those who need these services get
them through its programs as well as through the health care delivery system and other social,
economic and support systems that are run and financed by the Federal, State, and local
governments and the private sector. SAMHSA’s resources enable service capacity expansion
and the implementation of evidence-based practices. SAMHSA seeks to engage and prepare
communities to provide effective services by facilitating access to the latest information on
prevention, evidence-based practices and accountability standards.

Vision

SAMHSA gears all of its resources—programs, policies, information and data, contracts and
grants—toward helping the Nation realize SAMHSA’s vision:

e Behavioral Health is essential for health

e Prevention works

e Treatment is effective

e People recover from mental and substance use disorders
SAMHSA leads the Nation in building resilience and facilitating recovery for people with or at
risk for mental or substance use disorders and supporting the communities where they live.

Mission

SAMHSA’s mission is to reduce the impact of substance abuse and mental illness on America’s
communities and accomplishes this mission by building resilience and facilitating recovery for
people with or at risk for mental or substance use disorders and supporting the communities
where they live. By providing leadership, voice, funding, and standards, SAMHSA provides the
expertise and collaboration necessary to make the most meaningful impact toward achieving this
vision. SAMHSA-funded services help individuals achieve or maintain a stable home, a purpose
in life, a community, and a healthy lifestyle including being free of abuse of substances or
alcohol and free of disabling mental disorders or symptoms. Maintaining funding streams will
ensure adequate service capacity for States, Tribes, local governments, and communities while
helping to improve practices. Increasing understanding of mental and substance use disorder
prevention and treatment services will achieve the full potential of prevention and help people
recognize and seek assistance for these health conditions with the same urgency as any other
health condition.
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Eight Strategic Initiatives

Behavioral health is an essential part of health service systems and community-wide strategies
that work to improve health status and lower costs for families, businesses, and governments.
Through continued improvement in the delivery and financing of prevention, treatment, and
recovery support services, SAMHSA with its partners can advance and protect the Nation’s
health. In order to achieve this goal, SAMHSA has identified eight Strategic Initiatives to focus
SAMHSA’s work on improving lives and capitalizing on emerging opportunities. The eight
Initiatives are described below.

1

Prevention of Substance Abuse and Mental Iliness
(Fran Harding, Director, Center for Substance Abuse Prevention)

Creating communities where individuals, families, schools, faith-based organizations, and
workplaces take action to promote emotional health and reduce the likelihood of mental
illness, substance abuse including tobacco, and suicide. This initiative will focus
especially on the Nation’s high risk youth, youth in Tribal communities, and among
military families.

Trauma and Justice
(Larke Huang, Director, Office of Behavioral Health Equity)

Reducing the pervasive, harmful, and costly health impact of violence and trauma by
integrating trauma-informed approaches throughout health, behavioral health, and related
systems; and addressing the behavioral health needs of people involved or at risk of
involvement in the criminal and juvenile justice systems.

Military Families
(Kathryn Power, Director, Center for Mental Health Services)

Supporting America’s service men and women — Active Duty, National Guard, Reserve,
Coast Guard, and Veterans — together with their families and communities by leading
efforts to ensure needed behavioral health services are accessible and outcomes are
positive.

Health Reform Implementation
(John O’Brien, Senior Advisor for Health Finance)

Broadening health coverage to increase access to appropriate high quality care and to
reduce disparities that currently exist between the availability of services for substance
abuse, mental disorders, and other medical conditions.



Recovery Support
(Kathryn Power, Director, Center for Mental Health Services)

Partnering with people in recovery from mental and substance use disorders to guide the
behavioral health system and promote individual-, program-, and system-level
approaches that foster health and resilience; increase permanent housing, employment,
education, and other necessary supports; and reduce barriers to social inclusion.

Health Information Technology
(Westley Clark, Director, Center for Substance Abuse Treatment)

Ensuring the behavioral health system, including States, community providers, and peer
and prevention specialists, fully participates with the general healthcare delivery system
in the adoption of Health Information Technology (HIT) and interoperable Electronic
Health Records (EHR).

Data, Outcomes, and Quality
(Pete Delany, Director, Center for Behavioral Health Statistics and Quality)

Realizing an integrated data strategy that informs policy and measures program impact,
leading to improved quality of services and outcomes for individuals, families, and
communities.

Public Education and Support
(Mark Weber, Director, Office of Communications)

Increasing understanding of mental and substance use disorders to: achieve the full
potential of prevention; help people recognize mental and substance use disorders and
seek assistance with the same urgency as any other health condition; and make recovery
the expectation.



Overview of the Budget Request

SAMHSA'’s FY 2012 Budget advances the President’s initiative under health care reform and is
oriented towards transitioning to a new future of physical and behavioral health care in this
country. This future creates both opportunities and imperatives for SAMHSA and other federal
partners that have historically focused primarily on the provision of health care services for
individuals with or at risk of substance use and mental disorders, especially those who cannot
afford access to quality care. SAMHSA’s mission is to reduce the impact of substance abuse and
mental illness on America’s communities. SAMHSA-funded services help persons achieve a
stable home, a purpose in life, a community, and a healthy lifestyle including being free of abuse
of substances or alcohol and being free of mental disorders and related problems or uncontrolled
symptoms. Additionally, as a leader and voice for behavioral health issues and as a practice
improvement agent, SAMHSA also has regulatory, surveillance, and public education
responsibilities. SAMHSA works with its partners within HHS and throughout the Federal
government, many of whom also provide funding, information or leadership in aspects of the
prevention and treatment of or recovery from mental and substance use disorders. SAMHSA also
focuses on several key opportunities and challenges rather than spread its limited funding and
attention broadly across issues that other partners also address.

The costs of untreated and under-treated substance use and mental illness are staggering. The
latest estimate for the societal cost of substance abuse in the United States is more than $510
billion® annually. The National Institute of Mental Health estimates the annual total direct and
indirect costs of Serious Mental Illness in 2002 to be over $310 billion. Additionally, the
Nation’s economic situation has put a strain on public funding at both State and Federal levels.
Almost every State in the Nation has had to reduce its health and social services spending in the
last couple of years. For FY 2010, SAMHSA granted waivers to 19 States and 3 territories that
did not meet the Maintenance of Effort (MOE) requirement for the MHBG, the SABG, or both.
During that period, the net loss of funding for behavioral health was in excess of $500 million. In
FY 2011, SAMHSA expects to grant waivers to 28 States, the District of Columbia, and one
territory for the MHBG, the SABG, or both. In addition, Federal support for the Mental Health
Block grant is less than in FY 2002 and support for the Substance Abuse Block Grant has not
grown by any significant amount over the same period.

The FY 2012 President’s Budget request prioritizes funding for new programs to address
SAMHSA’s top three strategic initiatives: (1) prevention of substance abuse and mental illness;
(2) trauma and justice; and (3) military families. SAMHSA is committed to measuring what
matters to people currently and what makes a difference in their lives. Overall, the Budget
request restructures SAMHSA’s programs in preparation for changes in health financing and
reinvests funding to improve the data systems that monitor the performance of SAMHSA
programs and to increase public awareness that behavioral health is essential for health,
prevention works, treatment is effective, and people recover. SAMHSA is undertaking a
reconfiguration of Government Performance and Results Act (GPRA) measures to focus on
services delivered or people served as the output measure, with specific measures for each
individual program area. It focuses on recovery-oriented outcomes.

! Miller, T. and Hendrie, D. Substance Abuse Prevention Dollars and Cents: A Cost Benefit Analysis. DHHS Pub. No. (SMA)
07-4298. Rockville, MD: Center for Substance Abuse Prevention, Substance Abuse and Mental Health Services Administration,
2009.



In addition to the creation of the State, Tribal, and Community Prevention Grants, which
includes the Substance Abuse — State Prevention Grants (SA-SPG), the Behavioral Health —
Tribal Prevention Grants (BH-TPG), and the Mental Health — State Prevention Grants (MH-
SPG), the budget also combines the budget lines for the three Programs of Regional and National
Significance (PRNS) into a single account for Innovation and Emerging Issues (IEI). A new
budget line is created for Performance and Quality Information Systems (PQIS), which
consolidates funding for three different data collection systems (SAIS, TRAC and PMRT) and
the National Registry of Evidence-based Programs and Practices (NREPP). The Public
Awareness and Support (PAS) budget line is also created, which consolidates funding for a
number of communications contracts funded across all three Centers and the SAMHSA Health
Information Network (SHIN). Several other activities funded within the Centers have been
consolidated into a single budget line for Regulatory and Oversight Functions (ROF).

SAMHSA’s FY 2012 Budget is $3.387 billion in budget authority, a decrease of
$44 million from the FY 2010 Level. SAMHSA's request prioritizes the reallocation of funding
to create the new State, Tribal, and Community Prevention Grants, as well as the Performance
and Quality Information Systems, and the Public Awareness and Support budget lines. It also
includes funding for two SAMHSA-wide initiatives totaling $14 million for Military Families
($10 million) and Health Information Technology ($4 million). The SAMHSA request includes
$395 million to support the Substance Abuse State Prevention Grants; $50 million to support the
Behavioral Health Tribal Prevention Grants (allocated from ACA Prevention Funds); $90
million to support the Mental Health State Prevention Grants; $12.9 million to support the
Performance and Quality Information Systems; and $13.6 million to support Public Awareness
and Support. In addition, the Mental Health Block Grant is increased by $14 million, or three
percent, the largest increase since 2005. The Substance Abuse Block Grant for Treatment is
increased by $40 million, or three percent, to support the States’ behavioral health infrastructure
as the States prepare to implement health reform and structure a good and modern system of
care. Additionally, key programs that have been shown to be effective are maintained at their FY
2010 levels, including Safe Schools/Healthy Students, Garrett Lee Smith Suicide Prevention
activities, Minority AIDS, Minority Fellowship Programs, STOP Under-Age Drinking Act,
SBIRT, Pregnant and Post Partum Women program, Access to Recovery, and Criminal Justice
Activities. In support of the Administration’s Homelessness Prevention initiative, SAMHSA
requests $154 million, an increase of $12 million, for housing support services for individuals
with mental illness and substance abuse who are or at risk of being homeless.

In 2014, many individuals previously ineligible for Medicaid or unable to obtain commercial
insurance for or because of mental and substance use disorders will be covered by Medicaid,
commercial insurance through employers or on the private market through health insurance
exchanges. This will necessitate recasting the SABG and the MHBG in terms of who they serve
and what services they fund. Generally, these Block Grants need to provide funding for those
individuals and those services not otherwise funded by other sources such as Medicaid and
commercial insurance. The Block Grants will need to be redesigned to operate as a
“coordination of benefits” or wrap around services for those priority individuals who are
receiving core behavioral health services elsewhere. Block Grants will also need to fund priority
services for those priority individuals who remain uninsured and whose untreated behavioral
health needs will be a burden on the individual, his/her family and his/her community.



SAMHSA will begin to request different information in State/Territory BG applications
regarding specific service approaches and planning activities, capacities and needs for
implementing the Affordable Care Act, and proposed responses to priorities outlined by
SAMHSA. This request for different information will introduce a message to States that
SAMHSA is preparing for a major paradigm shift in the healthcare system, and will signal the
direction of future changes. In addition, this State information will tell SAMHSA what kind of
technical assistance and resources States may need as they improve their service delivery
systems in the midst of fiscal austerity at the State and Federal levels. For some information,
SAMHSA plans to encourage a single submission from each State, necessitating coordination
across Mental Health and Substance Abuse Authorities and other State departments including
State Medicaid and public health authorities. In preparation for the next round of full BG
applications, SAMHSA is making necessary adjustments to internal operations to facilitate
consistent timing and content of the SABG and the MHBG applications for 2012. To make these
transitions, SAMHSA needs to utilize its current authority more fully and be authorized more
fully to provide direction and technical assistance to States as the BG priorities change and as
serving individuals through multiple funding sources complicates coordination of care.
SAMHSA also needs to direct reporting requirements so that successes or failures or areas
needing improvement are clearer more quickly so that limited resources are utilized in the
context of the much larger and more complex health care delivery and financing systems in each
State, and Nationwide.

The first comprehensive National HIV/AIDS Strategy (NHAS) was released in July 2010.
SAMHSA was involved in a Federal interagency working group and worked with the Office of
National AIDS Policy to develop the NHAS. The Strategy focuses on three overarching goals:
reducing the number of new HIV infections, increasing access to care for people living with
HIV, and reducing HIV-related health disparities. SAMHSA is committed to supporting the
NHAS through the promotion of evidence-based prevention interventions and behavioral health
services and treatment for people at risk for or living with HIV/AIDS who have co-occurring
mental and/or substance use disorders. SAMHSA is working with Federal partners to ensure that
behavioral health services are an integral part of a comprehensive approach to HIV/AIDS
prevention, care and treatment.

Finally, SAMHSA is undergoing a major policy review of all grants and contracts for FY 2011,
resulting in revisions to its regular contract planning process. The review, which includes those
grants and contracts financed by the block grant set-asides, will determine where efficiencies and
consolidations may be warranted. The goal of the policy review is to have policy-driven grants
and contracts planning and to bring these activities in closer alignment with the mission and
vision for SAMHSA.
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Overview of Performance

FY 2012 Performance Overview

SAMHSA’s performance measures include outcomes and outputs which allow SAMHSA to
effectively manage grants, contracts and data collection activities, and to report performance
results to the President, Congress, and other stakeholders.

The FY 2012 Budget includes substantial revisions to SAMHSA’s performance measures
reported in the Annual GPRA Plan and Annual GPRA Report. The resulting set of measures
seeks to capture the following key items for each program: the number of services delivered or
people served, a specific measure or two for each individual program area, and a measure that
captures client recovery. Further, SAMHSA spent a good deal of time reviewing existing
measures to ensure that they were meaningful and met the needs of both program management
and policy-makers. This effort resulted in a reduction of measures from almost 200 (as published
in the 2011 President’s Budget) to around 100 measures in the FY 2012 President’s Budget.
Although this reduction changes the display of measures in the Annual GPRA Report/Plan, the
majority of the measures that have been removed (including NOMS) will continue to be
collected and used for program management purposes.

Work on SAMHSA’s GPRA measures and other data collection activities are ongoing.
SAMHSA is working with internal and external stakeholders on developing appropriate
measures of recovery for those with mental or substance use disorders. As these efforts become
more defined, the GPRA measures reported in the budget as well as those used for program
management may be altered to bring them in line with other cross-cutting efforts.

Support for the HHS Strategic Plan and Other Federal Priorities
SAMHSA data efforts, including GPRA, support many of the priorities of the Secretary and the
President. SAMHSA has ongoing activities that relate to each of the Secretarial priorities:

e Transforming Health Care - Through its National Survey on Drug Use and Health,
SAMHSA is monitoring the percentage of persons with a mental health or substance use
disorder service needs and who have health insurance.

e Advance Scientific Knowledge and Innovation — SAMHSA has established a new Office
of Policy, Planning and Innovation to lead cutting edge efforts across SAMHSA and
across government.

e Advance the Health, Safety, and Well-Being of the American People - SAMHSA is
monitoring trends in mental health and substance abuse disorders. One example is the
percentage of youth age 12-20 who report drinking in the past month and taking steps to
reduce that percentage to 23.8 percent by 2015 from 27.2 percent in 2009.

e Increase Efficiency, Transparency, and Accountability of HHS programs — SAMHSA is
working directly with the HHS Chief Technology Officer to make more SAMHSA data
publicly available.



e Strengthen the Nation’s Health and Human Services Infrastructure and Workforce —
SAMHSA is working with HRSA to examine ongoing technical assistance and training
activities and incentives to see if there are more effective and efficient ways of
expanding, supporting and reaching the behavioral health workforce.

e SAMHSA is also preparing for implementation of the GPRA Modernization Act of 2010
which endorses improved accountability through quarterly performance data reporting,
priority setting and regular senior leadership meetings. SAMHSA is awaiting guidance
from OMB and HHS on how this law will be operationalized and has already begun
thinking about how to take these new mandates and utilize them internally to improve
transparency, accountability and leadership involvement.

SAMHSA is also preparing for implementation of the GPRA Modernization Act of 2010 which
endorses improved accountability through quarterly performance data reporting, priority setting
and regular senior leadership meetings.

Significant Accomplishments

Over the last several years, SAMHSA has maintained between 58-70 percent target achievement
among its GPRA measures published in the budget. The most significant challenge to success
was among the FY 2009 and 2010 data. Considering that many of these measures are outcomes
(e.g., substance use, housing, and employment) which have been greatly impacted by the
economic downturn, SAMHSA has been remarkably successful.

SAMHSA'’s Strateqic Initiatives and a New Vision for Data, Outcomes, and Quality
SAMHSA spent much of CY 2010 developing and refining a Strategic Plan focusing on eight
priorities, which will take SAMHSA and its programs into the future. (See earlier section
describing the eight initiatives.) The intent of the Data, Outcomes, and Quality initiative is to
realize an integrated data strategy that informs policy, measures program impact, and results in
improved quality of services and outcomes for individuals, families, and communities.
SAMHSA is:

e Implementing an integrated approach for SAMHSA'’s collection, analysis, and use of
data;

e Creating common standards for measurement and data collection to better meet
stakeholder needs;

e Improving the quality of SAMHSA’s program evaluations and services research; and

e Improving quality and accessibility of surveillance, outcome/performance, and evaluation
information for staff, stakeholders, funders, and policymakers.

This revised approach to data, outcomes, and quality is clearly a work in progress and will
require continued discussions into CY 2011 and beyond as SAMHSA’s work on this initiative
unfolds and as SAMHSA engages in discussions with other HHS agencies and stakeholder
groups interested in quality and outcome measurement.
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Summary of Performance Targets and Results

The FY 2012 Budget includes substantial revisions to SAMHSA’s performance measures
reported in the Annual GPRA Plan and Annual GPRA Report. The resulting set of measures
seeks to capture the following key items for each program: the number of services delivered or
people served, a specific measure or two for each individual program area, and a measure that
captures client recovery. Further, SAMHSA spent a good deal of time reviewing existing
measures to ensure that they were meaningful and met the needs of both program management
and policy-makers. This effort resulted in a reduction of measures from almost 200 (as published
in the 2011 President’s Budget) to around 100 measures in the FY 2012 President’s Budget.
Although this reduction changes the display of measures in the Annual GPRA Report/Plan, the
majority of the measures that have been removed (including NOMS) will continue to be
collected and used for program management purposes.

Work on SAMHSA’s GPRA measures and other data collection activities are ongoing.
SAMHSA is working with internal and external stakeholders on developing appropriate
measures of recovery for those with mental or substance use disorders. As these efforts become
more defined, the GPRA measures reported in the budget as well as those used for program
management may be altered to bring them in line with other cross-cutting efforts.

Table 1: Summary of Performance Targets and Results?

ol | ol | oot | et | Tares | ool
Reported Met
2007 144 142 99% 99 70%
2008 162 160 99% 110 69%
2009 184 180 98% 106 59%
2010 179 82 46% 50 61%
2011 93 0 N/A 0 N/A
2012 106 0 N/A 0 N/A
2013 83° 0 N/A 0 N/A

% Table completed using HHS Program Performance Tracking System, 1/19/2011
® Total does not include targets for measures that have yet to be established. In most circumstances this includes new
programs where baseline data has not yet been collected.
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SAMHSA Linkages to HHS Strategic Plan

SAMHSA spent much of CY 2010 developing and refining a Strategic Plan focusing on eight
priorities, to guide our programmatic, policy, and management decisions and take SAMHSA
and its programs into the future. The eight priorities are: (1) Prevention of Substance Abuse and
Mental Illness; (2) Trauma and Justice; (3) Military Families; (4) Health Reform;
(5) Recovery Support; (6) Health Information Technology; (7) Data, Outcomes and Quality; and
(8) Public Awareness and Support. SAMHSA programmatic activities are guided by these eight
priorities and the HHS Strategic Plan. SAMHSA activities support at least one HHS strategic
objective; many support more than one.

Many of SAMHSA'’s activities are focused on the first of its eight priorities: the Prevention of
Substance Abuse and Mental IlIiness. Prevention ties closely to the HHS Strategic Plan Objective
3.D, Promote Prevention and Wellness as well as several other objectives including 1.E, 3.A,
3.B, 3.C. The SAPT and CMHS Block Grants and the majority of the CSAP Innovation and
Emerging Issues, including Prevention Prepared Communities focus on these objectives.

SAMHSA'’s programs (Safe Schools/Healthy Students, National Traumatic Stress network,
Project LAUNCH now included in the Mental Health State Prevention Grant, and our Children
and Families Programs) focus on Objective 3.A Ensuring the safety, well-being and healthy
development of children and youth and are simultaneously being guided by SAMHSA’s Trauma
and Violence and Prevention initiatives.

SAMHSA recognizes the challenge of serving homeless individuals and understands the
incredible need among this population for substance abuse and mental health services. As such,
SAMHSA'’s Recovery Support initiative and the ongoing Homelessness programs (including
Services in Supportive Housing, Grants for the Benefit of Homeless Individuals, an ongoing
collaboration with HUD, and the PATH formula grant) support Objectives 1.E, 3.B, and 3.C.

SAMHSA further recognizes the changing face of health care service provision and increasing
need to modify established programs to meet Health Reform and the development of Health
Information Technology. As such, SAMHSA has established initiatives around both of these
areas. Programs linked to the Health Reform Initiative are the CMHS and SAPT Block Grants.
Programs impacted by Health IT include an ongoing demonstration project as well as the Block
Grants.

Lastly, SAMHSA is working to both improve the outcomes of our clients through increasing
quality of care and more effectively get our prevention message out through refined Public
awareness efforts. The ongoing activities around these two initiatives include health surveillance,
other data collection efforts, information dissemination, and expanding the use of evidence-based
practices through our technical assistance and training. These programs are closely linked with
the HHS objective 2.D, 3.D, 4.C, 5.C.

As the nation moves toward mental health parity and health reform, SAMHSA will continue to

examine its eight strategic initiatives to assure that they are consistent with national needs and
priorities.
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Discretionary All-Purpose Table
FY 2012 Budget Submission

(Dollars in Thousands)

FY 2011 FY 2012
FY 2010 | Continuing | President's
Program Activities Actual Resolution Budget
Mental Health BIOCK Grant..........ccocociiiiicicse et $399,735 $399,735 $413,645
PHS EValuation FUNGS...........ccocriiiieieiiccrescetce ettt 21,039 21,039 21,039
Subtotal, Mental Health BIock Grant..........ccoccoovveiiivecsi et 420,774 420,774 434,684
Substance AbUSE BIOCK Grant..........occevevieiiiieeiecsee e 1,375,513 1,375,513 1,419,603
PHS EVAIUALION FUNGS.......coveeiieeeeeieesee ettt sttt st 79,200 79,200 74,711
Subtotal, Substance Abuse BIOCK Grant............cocovevveiiviviciiceiiceeireeennas 1,454,713 1,454,713 1,494,314
State, Tribal and Community Prevention Grants..........c.ccccooeoreereneniennns 480,576 480,655 485,000
Substance Abuse - State Prevention Grant (non-add)............ccccoeverrerieiiennn. 395,000
Behavioral Health - Tribal Prevention Grant (non-add) 1/........c.cccccoeviinnne.
Mental Health - State Prevention Grant (non-add)............cccccevvveivniiiennnnnn. 24,993 25,000 90,000
INnovation and EMErging ISSUES..........couvreerenieirieessenisessseessssessssssssssesnnnes 809,714 809,211 745,188
Agency-Wide Initiatives (N0N-add).........ccccoevrireenrienniennseessseesnens 14,000
CMHS (NON-80)....... e 327,842 327,689 270,893
CSAP (NON-20).....coovreiirriiieieirceie e 75,438 75,527 69,376
L0 (10] = U o ) TSRS 406,434 405,995 390,919
PHS EVAIUALION FUNGS.......coviveeieeeieeeeeeeee ettt s sttt st snernees 2,000 2,000 2,000
Subtotal, Innovation and EmMerging ISSUES...........coueevrviennnieesneieeisennenns 811,714 811,211 747,188
Children's Mental Health SEIVICES..........cocvvieiieceeee e 121,316 121,316 121,316
PATH Homeless Formula Grant..........ccccoeeeeiciieieccee e 65,047 65,047 65,047
Regulatory & OVersight FUNCLIONS..........coccoereniieneeeseeseeeeneene 55,052 54,938 54,938
Public Awareness and Support............ e —————— 14,006 14,230
PHS EVAlUALION FUNGS.......coiveeiicicecieee ettt 13,571
Subtotal, Public Awareness and SUPPOTT.........ccoeverirnneenineesieeserseenseeneens 14,006 14,230 13,571
Performance and Quality Information SyStems.........cccoovvevenieninneniennns 30,165 30,987
PHS EVAlUALION FUNGS.......ccviveeiiciiececeeee ettt s 6,596 6,596 12,996
Subtotal, Performance and Quality Information Systems............ccccccvveunenee. 36,761 37,583 12,996
Health Surveillance and Program SUPPOIt.........c.cooeveinneneeneeneneennens 79,197 79,197 82,166
PHS EVAIUALION FUNGS.....c.ovivieiicictce ettt st 22,750 22,750 45,428
Subtotal, Health Surveillance and Program SUppOrt...........cccceeeeneeniennes 101,947 101,947 127,594
St. Elizabeths Hospital B&F.........c.cccviviriiniinieeinene s 795 795
ACA Prevention Fund
Primary and Behavioral Health Care INtegration.........c.cccoveveeeneenieenernereenereens 20,000 35,000 20,000
Garrett Lee Smith Youth Suicide Prevention..........c.ccceceeeeeeneeeeieeseeens 10,000
Prevention Prepared COMMUNITIES. .......cccovvivireiiieiicee e - 22,600
HEaIth SUNVEITIANCE. ........cvieieece e s 18,000
Screening, Brief Intervention, & Referral to Treatment..........cocovvverirencennnen. 25,000
Behavioral Health - Tribal Prevention Grants...........cccceveevvveeeevsieee s - 50,000
Subtotal, ACA Prevention Fund 20,000 88,000 92,600
TOTAL, SAMHSA Discretionary PL..........cccoevnnnneneneeneeeeeneeenens 3,582,701 3,651,209 3,649,248
Less PHS EValuation FUNGS...........ocvoveieeieeeceseeeeeeeee et sese s 131,585 131,585 169,745
Less ACA Prevention FUNS...........ccevvvviiiiiiiie s 20,000 88,000 92,600
TOTAL, SAMHSA Budget AULNOTILY...........ccovvvveuriiniiecnieneeeseis $3,431,116| $3,431,624| $3,386,903
FTEs 537 537 544

1/ Behavioral Health - Tribal Prevention Grant includes $50 million from the ACA Prevention Funds
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Summary of Changes
SAMHSA
(Dollars in Thousands)

FY 2011 FY 2012

FY 2010 | Continuing | President's | FY 2012 +/-

Actual Resolution Budget FY 2010
Mental Health Block Grant............cccocoererineinninninninns $420,774  $420,774|  $434,684|  +$13,910
Substance Abuse Block Grant..........ccoeeevevvieeciiiieenan, 1,454,713 1,454,713 1,494,314 +39,601
State, Tribal and Community Prevention Grants........ 480,576 480,655 485,000 +4,424
Innovation and EmMerging ISSUES..........coccvvieevririerinenns 811,714 811,211 747,188 -64,526
Regulatory & Oversight FUNCLions...........ccccceevvvirienee. 55,052 54,938 54,938 -114
Public Awareness and SUPPOIt.......c.ccocovvreecieieininnn, 14,006 14,230 13,571 -435
Performance and Quality Information Systems.......... 36,761 37,583 12,996 -23,765
Health Surveillance and Program Support.................. 101,947 101,947 127,594 +25,647
St. Elizabeths Hospital B&F............cccovvivninniinnnn, 795 795 -795

Summary of the Budget Request:

The SAMHSA President’s Budget request is $3.387 billion in budget authority, a $44.2 million
decrease from the FY 2010 Enacted Budget. Major strategic realignments include: $395 million
for the Substance Abuse - State Prevention Grant; $90 million for the Mental Health - State
Prevention Grant; the Behavioral Health - Tribal Prevention Grant ($50 million allocated from
ACA Prevention Funds); and $747.2 million from the three Programs of Regional and National
Significance budget lines to create the new Innovations and Emerging Issues budget line. Also,
$13 million is requested for Performance and Quality Information Systems (PHS Evaluation
Funds); and $13.6 million for Public Awareness and Support (PHS Evaluation Funds). Within
the Innovation and Emerging Issues budget line, there are new SAMHSA-Wide initiatives
totaling $14 million for Military Families ($10 million) and Health Information Technology ($4
million).
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Program Increases:

Mental Health Block Grant: (+$13.910 million)
The budget increase provides $13.910 million to the Mental Health Block Grant to maintain
State services.

Substance Abuse Block Grant: (+$39.601 million)
The budget increase provides $39.601 million to the Substance Abuse Block Grant to maintain
State services.

State, Tribal and Community Prevention Grants: (+$4.424 million)

The budget increase provides $4.424 million for the State, Tribal and Community Prevention
Grants over the comparable FY 2010 Level. The increase will support a new Substance Abuse —
State Prevention Grant and a new Mental Health — State Prevention Grant. Additionally, the
Behavioral Health — Tribal Prevention Grant ($50 million) will be supported by the ACA
Prevention Fund.

Health Surveillance and Program Support: (+$25.647 million)

The budget increase provides $25.647 million for Center for Behavioral Health Statistics and
Quality data collection activities and other technical assistance, evaluation and data collection
activities. The funding will support the national data systems and surveillance activities,
including the Drug Abuse Warning Network (DAWN), National Survey on Drug Use and Health
(NSDUH), and Drug Abuse Services Information System (DASIS), and $1 million will support
the development of the Community Early Warning and Monitoring System (C-EMS) to develop
a community-level, early warning system to detect the emergence of new drug threats and to
assist in the identification of public health and safety consequences of drug abuse. The funding
will also support analytic and evaluation activities responsive to SAMHSA and HHS priorities.
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Program Decreases:

Innovation and Emerging Issues: (-$64.526 million)

The net budget decrease reflects savings from grant programs coming to a natural end. The
budget includes funding for all ongoing grants Youth Violence Prevention, National Traumatic
Stress Network, Primary and Behavioral Health Care Integration, Garrett Lee Smith Suicide
Prevention Programs, Suicide Lifeline, Minority Fellowship, Minority AIDS, STOP Under-Age
Drinking Act, Fetal Alcohol Center of Excellence, the Center for the Application of Prevention
Technologies, Screening, Brief Intervention and Referral to Treatment, Pregnant & Postpartum
Women, Targeted Capacity Expansion, Recovery Community Services Program, Access to
Recovery, and Problem-Solving Courts. In addition, new funds are available for Homelessness
Prevention Programs, Behavioral Health Information Technology, and a Military Families
Initiative.

Regulatory and Oversight Functions: (-$0.114 million)
The net budget decrease reflects projected contract savings in Opioid Treatment/Regulatory
Activities and Seclusion & Restraint.

Public Awareness and Support: (-$0.435 million)
By consolidating multiple programs and contracts that conduct public awareness and technical
assistance activities, SAMHSA is able to realize efficiencies.

Performance and Quality Information Systems: (-$23.765 million)
By consolidating multiple programs and contracts that collect performance data, streamlining
operations, and realigning NREPP, SAMHSA is able to realize efficiencies.

St. Elizabeths Hospital Building and Facilities: (-$0.795 million)

The General Services Administration has indicated that additional funding will not be needed
from SAMHSA in FY 2012 for environmental remediation at the former St. Elizabeths hospital
site.
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Appropriation Language
SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES
ADMINISTRATION

For carrying out titles 111, V, and XIX of the Public Health Service Act (‘** PHS Act’’) with respect
to substance abuse and mental health services and the Protection and Advocacy for Individuals
with Mental Illness Act, $3,386,903,000 Provided, That notwithstanding section 520A(f)(2) of the
PHS Act, no funds appropriated for carrying out section 520A are available for carrying out
section 1971 of the PHS Act: Provided further, That in addition to amounts provided herein, the
following amounts shall be available under section 241 of the PHS Act: (1) $74,711,000 to carry
out subpart Il of part B of title XIX of the PHS Act to fund section 1935(b) technical assistance,
national data, data collection and evaluation activities, and further that the total available under
this Act for section 1935(b) activities shall not exceed 5 percent of the amounts appropriated for
subpart Il of part B of title XIX; (2) $21,039,000 to carry out subpart | of part B of title XIX of
the PHS Act to fund section 1920(b) technical assistance, national data, data collection and
evaluation activities, and further that the total available under this Act for section 1920(b)
activities shall not exceed 5 percent of the amounts appropriated for subpart | of part B of title
XIX; (3) $45,428,000 to carry out national surveys on drug abuse and mental health; (4)
$28,567,000 to collect and analyze data , conduct public awareness and technical assistance
activities, and evaluate substance abuse treatment programs, and (5) $1,000,000 to collect and
analyze data and evaluate mental health programs: Provided further, That section 520E(b)(2) of
the PHS Act shall not apply to funds appropriated under this Act for fiscal year 2012: Provided
further, That section 1922(a)(1) of the PHS Act shall not apply to amounts provided herein.
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Language Analysis

Language Provision

Explanation

Provided, That notwithstanding section 520A(f)(2)
of the PHS Act, no funds appropriated for carrying
out section 520A are available for carrying out
section 1971 of the PHS Act: Provided further)

No funds from the CMHS PRNS can be used to

fund data infrastructure support.

Provided further, That section 520E(b)(2) of the
PHS Act shall not apply to funds appropriated
under this Act for fiscal year 2012.

Allows States to receive more than one grant under
the Garrett Lee Smith Youth Suicide State-

sponsored statewide program.

conduct public awareness and technical

assistance activities

Provides PHS evaluation funds to finance public
awareness and support which constitutes technical

assistance in the new SAMHSA budget structure.

Provided further, That section 1922(a)(1) of the
PHS Act shall not apply to amounts provided

herein.

Waives the 20% of the Substance Abuse
Prevention and Treatment Block Grant minimum
expenditure requirement for prevention services;
prevention activities will be funded under the new
Substance Abuse State Prevention Grants under the
new SAMHSA budget structure
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Amounts Availablefor Obligation

FY 2010 FY 2012
Appropriation FY 2011 CR President's Budget
Appropriation:
Labor/HHS/Ed-Annual Appropriation.................... $3,431,624,000 3,431,624,000 3,386,903,000
Subtotal, adjusted appropriation...............ccccevevvennee. 3,431,116,000 3,431,624,000 3,386,903,000
Subtotal, adjusted budget authority...........cccccevvenee.e. 3,431,116,000 3,431,624,000 3,386,903,000
Offsetting Collections from:
Federal SOUICES........coovvviiririiieiseee s 131,585,000 131,585,000 169,745,000
ARRA . 0 0 0
Unobligated balance start of year............cc.ccoevvvvneee. 239,346 311,781 311,827
Unobligated balance end of year...........ccccoccevevnennnn. -311,781 -311,827 -307,763
Unobligated balance expiring.........c.ccccoeevvvinienecnn 0 0 0
Total 0bligations.........cccovvvierciiecee e $3,562,628,565 $3,563,208,954 $3,556,652,064
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Summary of Changes
(Dallarsin Thousands)

2010
Total estimated budget authority
(Obligation)

2012
Total estimated budget authority
(Obligation)

Net Change

FY 2010 Enacted

$ 3,431,116,000
3,431,116,000

3,386,903,000
3,386,903,000

-$44,213,000

Change from base

Increases:
A. Built-in:

Budget Authority

FTE

Budget Authority

1. Annualization of 2011 Commissioned Corps pay COStS ............... $ 66,277,000 +$22,000
2. Increase for January 2012 pay FaiSe .........ccovverreevererreereeniennsennenns 66,277,000 +108,000
3. Increase in rental payments to GSA..........oovvveiiviviieiviiiies == 7,023,000 +119,000
Subtotal, Built-in INCreases...........c.oovvevivierieeinniinaeenn. +249,000
B. Program:
1. Mental Health BIOCK Grant.........ccccvveiiviveiicieeeersseeese s 399,735,000 +13,910,000
2. Substance Abuse Block Grant............cccoocevniininee - 1,375,513,000 +44,090,000
3. State, Tribal and Community Prevention Grants 480,576,000 +4,424,000
4. Health Surveillance and Program Support:
a. Overseas RIghtSIZING.......cccvvriiennnieeiee s 79,197,000 +5,000
b. Technical Assistance, Evaluation and Data Activities.............. 79,197,000 +2,735,000
Subtotal, Program INCreases. .. ... ..ocuveeveiiiiniinennennnns, +65,164,000
TOtal INCIrEASES. ...ce vttt et ettt +65,413,000
Decreases:
A. Built-in:
Subtotal, BUilt-in DECIEASES. .. ... vuve e aeeeeann,
B. Program:
1. Innovation and EmMerging ISSUES..........ccccurrririremnnnniieieieinnens 809,714,000 -64,526,000
2. Regulatory & Oversight Functions 55,052,000 -114,000
3. Public Awareness and SUPPOIt.........ocvvvverreenienienerneineeeeeneinees 14,006,000 -14,006,000
4. Performance and Quality Information Systems 30,165,000 -30,165,000
5. Health Surveillance and Program Support:
a. HHS Joint Funding Arrangement 82,166,000 -20,000
6. St. Elizabeths Hospital: 795,000 -795,000
Subtotal, Program DeCreases..........eevvvvreerrnnvenneeennnn, -109,626,000
TOtal DECIASES. ... cie et eee ettt e -109,626,000
Net Change, Discretionary Budget Authority............... -$44,213,000
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Budget Authority by Activity

(Dollarsin Thousands)

FY 2011 FY 2012

FY 2010 | Continuing | President's
Program Activities Actual Resolution Budget
Mental Health BIOCK GIraNt........cocuvecureeerereeceseesesessee e ess s s s $420,774 $420,774 $434,684
PHS Evaluation FUnds (N0N-add).........ccccoerrrrnimninnieseneessees e (21,039) (21,039) (21,039)
Subtotal, Mental Health BIOck Grant.........ccooervernenneeneeneeseeereeeneeeins 420,774 420,774 434,684
Substance AbUSE BIOCK Grant..........cccvveiviirieiiiceesceese s s 1,454,713 1,454,713 1,494,314
PHS Evaluation FUnds (N0N-add).........ccccouerrenimnnnnsses s (79,200) (79,200) (74,711)
Subtotal, Substance Abuse BIOCK Grant.........ccovevenennnnnsennesneesereeenens 1,454,713 1,454,713] 1,494,314
Prevention GrantS ...t sttt sttt b s ennan 480,576 480,655 485,000
Innovation and EMEr ging I SSUES........ccovuiiriniriniisissisissssssssssssssssssssesesenns 811,714 811,211 747,188
PHS Evaluation Funds (NON-add)...........ccccrernrnnninnnneseseieeeeeens (2,000) (2,000) (2,000)
Subtotal, Innovation and EMerging | SSUES.........cccceveeveieieneereeseseieesennnienns 811,714 811,211 747,188
Children'sMental Health SErVICES.........cciviieeei s 121,316 121,316 121,316
PATH Homeless FOrmula Grant.........ccveveei e 65,047 65,047 65,047
Regulatory & Oversight FUNCLIONS..........cccocceeiiiccee e 55,052 54,938 54,938
Public Awareness and SUPPOTT........cocerrnieerneieneseses s eesesesesssessens 14,006 14,230
PHS Evaluation FUnds (NON-add)..........ccceovriimnniennnieesseeesseseeesesens (13,571)
Subtotal, Public Awareness and SUPPOFt........ccoceervreeennenereresneseeeeeesenenas 14,006 14,230 13,571
Performance and Quality Information SyStems.........ccccovveeevrninensneninenns 36,761 37,583
PHS Evaluation Funds (NON-add).........ccccevriimnniiennnsieeisssessssseeesesenns (6,596) (6,596) (12,996)
Subtotal, Performance and Quality Information Systems.........cccccevvvervenenn. 36,761 37,583 12,996
Health Surveillance and Program SUPPOIt........cccvvirennninnnneneseesinenens 101,947 101,947 127,594
PHS Evaluation Funds (NON-add)..........cccvriennniensniesssesesssssneseseees (22,750) (22,750) (145,428)
Subtotal, Health Surveillance and Program SUpPPOrt.......ccceeevneeeennneens 101,947 101,947 127,594
St. Elizabeths Hospital B&F.........covevieivieirierisesssisseessse s sssssssssssssssnnnns 795 795
ACA Prevention Fund 20,000 73,750 92,600
TOTAL, SAMHSA DisCretionary PL.........ccooveveinencssssssses s 3,582,701 3,636,959] 3,649,248
Less PHS Evaluation FUNGS..........ccoeeeeiiieiei ettt s 131,585 131,585 169,745
Less ACA Prevention FUNS...........ccoeciicccicecceecsereee et 20,000 73,750 92,600
TOTAL, SAMHSA Budget AULNOTILY......coveeurereerieireirrerseeseesee e $3,431,116| $3,431,624] $3,386,903
FTEs 537, 537, 544
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Authorizing Legidlation

Program Description/PHS Act:

FY 2011
Amount
Authorized

FY 2011
Continuing
Resolution

FY 2012
Amount
Authorized

FY 2012
President's
Budget

NASPER
S€C. 3990, .. i
Emergency Response
SEC. 501 ..
Grants for the Benefit of Homeless
Individuals

Alcohol and Drug Prevention or
Treatment Services for Indians and
Native Alaskans
SEC. 5OBA® ...t
Grants for Ecstasy and Other Club
Drugs Abuse Prevention
SeC. 506B™ ...t
Residential Treatment Programs for
Pregnant and Postpartum \Women

Priority Substance Abuse Treatment Needs
of Regional and National Significance

Substance Abuse Treatment Services
for Children and Adolescents

Early Intervention Services for Children
and Adolescents
SEC. BLAAR i
Methamphetamine and Amphetamine
Treatment Initiative
SeC. 5LA(d)* ..t
Priority Substance Abuse Prevention
Needs of Regional and National
Significance
SEC. 516% ..
Prevention, Treatment and Rehabilitation
Model Projects for High Risk Youth

Grants for Strengthening Families

SEC. BLI9A* .
Programs to Reduce Underage Drinking

SEC. BLIB™ ..t

SSAN = Such Sums as Necessary

Expired

0

Expired

Expired

Expired

Expired

Expired

Expired

$2,000,000

$42,750,000

$16,000,000

$354,605,000

$30,678,000

$529,266,000

$ 7,000,000

Expired

0

Expired

Expired

Expired

Expired

Expired

Expired

$2,000,000

$47,360,000

$16,000,000

$314,784,000

$30,678,000

$454,582,000

$ 7,000,000
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Program Description/PHS Act:

FY 2011
Amount
Authorized

Authorizing Legidlation

FY 2011
Continuing
Resolution

FY 2011
Amount
Authorized

FY 2012
President's
Budget

Services for Individuals with Fetal Alcohol
Syndrome (FAS)

SEC. 519C* .. i

Centers of Excellence on Services for
Individuals with FAS and Alcohol-related
Birth Defects and Treatment for
Individuals with Such Conditions and
Their Families

SeC. 519D ..

Prevention of Methamphetamine and
Inhalant Abuse and Addiction

SEC.510E™ ...

Priority Mental Health Needs of Regional and
National Significance

SeC. S20A% ...

Youth Interagency Research, Training,
and Technical Assistance Centers

SEC. 520C .. i

Services for Youth Offenders

SeC. 520D* ...

Suicide Prevention for Children and Youth

SeC. 520EL1* ...
SeC. 520E2% ... i

Grants for Emergency Mental Health Centers

SEC. 520F .,

Grants for Jail Diversion Programs

SEC. 520G™ ...t

Improving Outcomes for Children and
Adolescents through Services Integration
between Child Welfare and MH Services

SeC. 520H* .. oo
Grants for Integrated Treatment of Serious Mental

IlIness and Co-occurring Substance Abuse

SeC. 5201* ...,

Mental Health Training Grants

SEC. 5200% .. i,

PATH Grants to States

SEC. 535(8)vuvrrereeeiiee e

SSAN = Such Sums as Necessary

Expired

Expired

Expired

Expired
0

Expired
Expired

0

Expired

Expired

$9,821,000

$179,865,000

$4,957,000

$29,738,000
$4,975,000

$6,684,000

$65,047,000

Expired

Expired

Expired

Expired
0

Expired
Expired

0

Expired

Expired

$8,000,000

$216,355,000

$4,957,000

$29,738,000
$4,975,000

$6,684,000

$65,047,000
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Authorizing Legidlation

FY 2011 FY 2011 FY 2011 FY 2012
Amount Continuing Amount President's
Program Description/PHS Act: Authorized Resolution Authorized Budget
Community Mental Health Services for
Children with Serious Emotional Disturbances
S€C. 565 (f).ivvee i Expired $121,316,000 Expired $121,316,000
Children and Violence Program
SC. 581 .. e e Expired $94,502,000 Expired $94,333,000
Grants for Persons who Experience Violence
Related Stress
SEC. 582 ** . it Expired $40,800,000 Expired $11,300,000
Community Mental Health Services
Block Grants
S€C. 1920() ... vnveveerineee i iiiaeeaaa s Expired $399,735,000 Expired $413,735,000
Substance Abuse Prevention and Treatment
Block Grants
S€C. 1935() .. vvnveeeeiinaee i aee e Expired $1,375,513,000 Expired $1,419,513,000
Data Infrastructure Development
SeC. 1971 Expired 0 Expired 0
Other L egislation/Program Description
Protection and Advocacy for Individuals
with Mental lIness Act
P.L.99-319, SeC. 117......oovveiiiieeiinnn, Expired $36,380,000 Expired $36,380,000
Program Management:
Program Management, Sec. 501................. Indefinite $77,842,000 Indefinite $80,811,000
SEH Workers' Compensation Fund
P.L.98-621....ccoviiiiiieiiieiici e Indefinite $1,355,000 Indefinite $1,355,000
Total, Program Management.................. 0 $79,197,000 0 $82,166,000
St. Elizabeths Hospital Building & Facilities
SEC. B0L. . it 0 $795,000 0 0
Data Evaluation
SEC. 505 it 0 0 0 0
TOTAL, SAMHSA Budget Authority........... 0  $3,431,624,000 0 $3,386,903,000

*  Denotes programs that were authorized in the Children's Health Act of 2000. We have the authority to carryout

these programs in our general authorities in Section 507, 516 and 520A.
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Appropriation History Table

Budget Egtimateto

Congress House Allowance Senate Allowance Appropriation

2002 $3,058,456,000 $3,131,558,000 $3,073,456,000 $3,138,279,000
2002 Res. H.R. 3061 0 0 0 -$589,000
2002 Res. P.L. 107-216 0 0 0 -$1,681,000
2003 P.L. 108-5 $3,193,086,000 $3,167,897,000 $3,129,717,000 $3,158,068,000
2003 P.L. 108-7 0 0 0 -$20,521,235
2004 P.L. 108-84 $3,393,315,000 $3,329,000,000 $3,157,540,000 $3,253,763,000
2004 P.L. 108-199 0 0 0 -$19,856,290
2005P.L.108-447 & P.L.

108-309 as mended $3,428,939,000 $3,270,360,000 $3,361,426,000 $3,295,361,000
2005 H.R. 4818 0 0 0 -$26,895,592
2006 P.L. 109-149 $3,336,023,000 $3,352,047,000 $3,398,086,000 $3,237,813,000
2006 Res. P.L. 109-359 0 0 0 -$1,681,000
2006 Section 202 0 0 0 -$2,201,000
2007 P.L. 109-383 $3,260,001,000 $3,326,341,772 $3,326,341,772 $1,211,654,381
2007 Continuing Resolution 0 0 0 $3,326,341,772
2008 H.R. 2764/P.L. 110-161 $3,167,589,000 $3,393,841,000 $3,404,798,000 $3,291,543,000
2008 Res. P.L. 110-161 0 0 0 -$57,503,000
2009 H.R. 1105/P.L. 111-8 $3,024,967,000 $3,303,265,000 $3,257,647,000 $3,334,906,000
2010 H.R. 3288/P.L. 111-117 $ 3,393,882,000 $ 3,429,782,000 $3,419,438,000 $3,431,116,000

i

2/

3/

4/

5/

6/

7!

8/

9/

10/

Jv)

2011 $ 3541362000 $ 3,565360,000 $ 3,576,184,000

2012 $ 3,386,903,000
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Y Reflects Administrative reduction in Section 516 of the Appropriations Bill (H.R. 3061).
% Reflects Administrative reduction in P.L. 107-216.
¥ Reflects a Rescission mandated by P.L.108-7.

¥ Reflects SAMHSA's share of the Division E, section 515 reduction on administrative and related expenses and the Division H, section
168(b) rescission of P.L. 108-199.

¥ Reflects SAMHSA's share of the Division F, section 519(a) reduction on administrative and related expenses and the Division J,
section 122(a) rescission of H.R. 4818.

% Reflects SAMHSA's share of the rescission mandated by P.L. 109-359.

" Reflects Section 202 transfer to CMS.

¥ Reflects Continuing Resolution through February 15, 2007.

% Reflects the whole year appropriation

1 Reflects a 1.7 percent across-the-board Rescission from the H.R. 2764/P.L. 110-161.
" Reflects a $508 thousand transfer to HHS
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Appropriations Not Authorized by Law

Appropriationsin

Last Year of Authorization Last Year of Appropriations
Program Authorization Level Authorization in FY 2010
Emergency Response
SEC. 5010, . et 2003 $ 25,000,000 2.5% all disc grants $0
Grants for the Benefit of Homeless
Individuals
SEC. 506 ceeereii e 2003 $ 50,000,000 $ 16,700,000 $ 42,750,000

Alcohol and Drug Prevention or

Treatment Services for Indians and

Native Alaskans
SEC. 5OBAT ... it 2003 $ 15,000,000 $0 $0
Grants for Ecstasy and Other Club

Drugs Abuse Prevention
SEC. 50BB™ ... i 2001 $ 10,000,000 $0 $0
Residential Treatment Programs for

Pregnant and Postpartum Women
SEC. 508t 2003 SSAN $0 $ 16,000,000
Priority Substance Abuse Treatment Needs

of Regional and National Significance
SEC. 509™ ...t 2003 $ 300,000,000 $ 322,994,000 $ 354,436,000
Substance Abuse Treatment Services

for Children and Adolescents
SEC. DA™ et 2003 $ 40,000,000 $ 20,000,000 $ 30,678,000
Early Intervention Services for Children

and Adolescents
SEC. BLAAT e 2003 $ 20,000,000 $0 $0
Methamphetamine and Amphetamine

Treatment Initiative
SEC. BLA™ e 2003 $ 10,000,000 $0 $0
Priority Substance Abuse Prevention

Needs of Regional and National

Significance
SBC. BLB™ ...t 2003 $ 300,000,000 $ 138,399,000 $ 192,218,000
Prevention, Treatment and Rehabilitation

Model Projects for High Risk Youth

SBC. D17 e, 2003 SSAN $ 7,000,000 $0
Services for Children of Substance Abusers

SBC. 510%™ . 2003 $ 50,000,000 $0 $0
Grants for Strengthening Families

SEC. BLOA .., 2003 $ 3,000,000 $0 $0

Services for Individuals with Fetal Alcohol
Syndrome (FAS)
SBC. L™ . it 2003 $ 25,000,000 $0 $0
Centers of Excellence on Services for
Individuals with FAS and Alcohol-related
Birth Defects and Treatment for
Individuals with Such Conditions and
Their Families
SBC. DL ...t 2003 $ 5,000,000 $ 2,416,000 $9,821,000
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Appropriations Not Authorized by Law

Appropriationsin

Last Year of Authorization Last Year of Appropriations
Program Authorization Level Authorization in FY 2010
Prevention of Methamphetamine and
Inhalant Abuse and Addiction
SEC. BLOE™ .. i 2003 $ 10,000,000 $ 5,000,000 $0
Priority Mental Health Needs of Regional and
National Significance
SEC. 520A% ... e 2003 $ 300,000,000 $ 94,289,000 $ 184,822,000
Youth Interagency Research, Training,
and Technical Assistance Centers
SEC. 520C™ ... ittt et 2007 $ 5,000,000 $ 3,960,000 $0
Services for Youth Offenders
SEC. 520D% ... 2003 $ 40,000,000 $0 $0
Suicide Prevention for Children and Youth
Sec. 520E (GLS - State Grants).........coevveveeerennnn. 2007 $ 30,000,000 $ 17,829,000 $ 29,738,000
Sec. 520E1 (Suicide Prevention for Youth).............. 2003 $ 75,000,000 $0 $0
Sec. 520E2 (GLS-Campus Grants)..................eenee. 2007 $ 5,000,000 $ 4,950,000 $ 4,975,000
Grants for Emergency Mental Health Centers
SEC. 520F™ ... it 2003 $ 25,000,000 $0 $0
Grants for Jail Diversion Programs
SEC. 520G™ ... e 2003 $ 10,000,000 $ 6,043,000 $ 6,684,000
Improving Outcomes for Children and Adolescents through Services
Integration between Child Welfare and MH Services
SEC. 520H™ ... e 2003 $ 10,000,000 $0 $0
Grants for Integrated Treatment of Serious Mental
Iliness and Co-occurring Substance Abuse
SEC. 5201 ... i 2003 $ 40,000,000 $0 $0
Mental Health Training Grants
SEC. 520J% ... it 2003 $ 25,000,000 $0 $0
PATH Grants to States
SEC. 535() -+ v v e e e e et 2003 $ 75,000,000 $ 46,855,000 $ 65,047,000
Community Mental Health Services for
Children with Serious Emotional Disturbances
SEC. 565 (F).evnieiieiiniiiiii 2003 $ 100,000,000 $ 96,694,000 $ 121,316,000
Children and Violence Program
SEC. 581X ... 2003 $ 100,000,000 $ 83,035,000 $ 94,333,000
Grants for Persons who Experience Violence
Related Stress
SEC. 582 *..iiiii 2003 $ 50,000,000 $ 20,000,000 $ 40,800,000
Community Mental Health Services
Block Grants
SEC. 1920(8) ... vuvveveieee et et e 2003 $ 450,000,000 $ 433,000,000 $ 399,735,000
Substance Abuse Prevention and Treatment
Block Grants
SEC. 1935(8) -+ vnvneeenaeiae et et et et et et 2003  $2,000,000,000 $1,785,000,000 $ 1,719,391,000
Data Infrastructure Development
SEC. L971% . ou it 2003 SSAN $ 6,000,000 $0
Other L egislation/Program Description
Protection and Advocacy for Individuals
with Mental Iliness Act
P.L.99-319, SeC. 117 i 2003 $ 19,500,000 $ 32,500,000 $ 36,380,000
TOTAL, SAMHSA Budget AUthOrity........c.ovviiviiiieiiiiiiennn $ 4,222,500,000 $3,142,664,000 $ 3,349,124,000

*Denotes programs that were authorized in the Children's Health Act of 2000. SAMHSA has the authority to carryout these

programs in our general authorities in Section 507, 516 and 520A.
**Congress authorized two provisions as section 514.
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SAMHSA Block Grants - Overview
(Dollarsin Thousands)

FY 2011 FY 2012

FY 2010 Continuing President’s

Actual Resolution Budget
Mental Health Block Grant..........ccviiiiviiiniiininnnns $420,774 $420,774 $434,684
PHS Evaluation Fund (non-add).................ccccoeevevnnnnne 21,039 21,039 21,039
Substance Abuse Prevention and Treatment Block
Grant’... . it snneas $1,454,713 $1,454,713 $1,494,314
PHS Evaluation Fund (non-add).................ccccoceveennnnn. 79,200 79,200 74,711
Total, SAMHSA Block GrantS.......coveeneviiiniannnnn $1,875,487 $1,875,487 $1,928,998
PHS Evaluation Fund (non-add)..................ccccoceeeeen $100,239 $100,239 $95,750
I/ Reflects reallocation of the 20% Prevention Set-Aside in FY 2012 and comparable adjustments in FY 2010 and
FY 2011

Authorizing Legislation ............cc.cceevenee Section 1911 and 1921 of the Public Health Service Act
FY 2012 AULNOTIZATION ...t ettt neenneas Expired
AOCAION IMETNOM ... e e Formula grant

Public funding, including SAMHSA’s Block Grants, supports behavioral health promotion and
services for the prevention and treatment of mental and substance use disorders. These services
and programs are geared toward highly vulnerable and at-risk populations who tend to be poor,
uninsured, and underserved. In particular, public treatment services are prioritized for youth
with serious emotional disturbances and adults with serious mental illnesses and addictions.
These services provide critical care and infrastructure that support the recovery of persons with
significant behavioral health issues and that, if left untreated, would cost businesses,
communities, governments and families far more.

The MHBG has not received any significant budget increases in recent years, and yet serves as
the backbone of public mental health services for vulnerable populations nationwide. The SABG
has received small increases over time, and represents a critical mass of the available dollars for
persons with substance use disorders, 61 percent of whom are currently uninsured, who would
otherwise continue in their addictions without help and without hope. In both cases, the needs
are dire and far outstrip the available dollars.

Due to the way these Block Grants evolved in the 1980s, some assumptions about their nature
and use have evolved as well. The common practice of allowing States to use these dollars in an
unrestricted, flexible manner without strong accountability measures has become equated with
the Block Grant concept across the behavioral health systems and State governments, in general.
In the meantime, newer, innovative, and evidence-based services have gone unfunded or without
widespread adoption. This “science to service” lag and lack of person-level data have been
particularly true with the MHBG. While SAMHSA receives individual client level data from
SABG grantees, MHBG grantees only reports aggregate consumer outcomes or lists of programs
and services funded by MHBG dollars. The two SAMHSA Block Grants differ on a number of
their statutory authorities (e.g., method of calculating Maintenance of Effort requirements,
stakeholder input requirements for planning, set-asides for specific populations or programs,

31



etc.). The Centers within SAMHSA that administer these Block Grants also have different
approaches to application requirements and reporting. To compound this variation, States have
different structures for accepting, planning, and accounting for the Block Grants and the
Prevention Set Aside within the SABG. As a result, how these dollars are spent and what is
known about the services and clients that receive these funds vary by Block Grant and by State.

Additionally, because these Block Grants historically have been viewed as flexible State funding,
SAMHSA has placed less emphasis on guiding States toward purchasing high-quality and
evidence-based services with their Block Grant dollars. Only about 15 percent of SAMHSA'’s
program staff provide oversight to the States on their Block Grant programs (constituting
approximately 64 percent of SAMHSA'’s budget) while about 85 percent of SAMHSA’s program
staff work with the SAMHSA’s discretionary grantees (which include organizations,
communities, and States), representing only about 40 percent of SAMHSA'’s available dollars.

These SAMHSA discretionary dollars are awarded on a competitive basis as short-term (three to
five years) grants to States, communities, and organizations for specific activities such as direct
services, capacity building, technical assistance, and evaluation. Although these grants have
become a significant source of funds for some State or local grantees, they do not provide
enough funding for SAMHSA to take these tested approaches to scale nationwide. The
limitations of these discretionary grants — they are few in number and fixed in duration and scope
— are impediments to sustainability and scalability. In all too many cases, SAMHSA
discretionary grants support the local implementation of an evidence-based program or
innovative set of services that go away once Federal grant funding ends, even if they show great
promise. In other cases, SAMHSA grants fund the same evidence-based practice over and over
again, having proved its efficacy and effectiveness in a variety of communities over many years
but with no way to move these practices to scale into the Nation’s overall behavioral health
system. All said, however, SAMHSA'’s experience is that the Block Grant mechanism, with the
changes proposed, offer a viable mechanism to dramatically decrease the time it takes to put
evidence based practices in the hands of providers more broadly.

Nevertheless, discretionary grants can and do provide the funding and impetus for major system
or practice changes in the community or State where they are funded. When this happens, it is
usually because other funds exist (State or local dollars) and State or local leadership is in place
and stable over time to sustain and replicate the innovation. However, the current economy and
significant turnover in State leadership impede the ability of States and communities to sustain or
expand these localized programs, even with significant efforts to build in sustainability plans
from the beginning of each grant program. This challenge is especially true in Indian country
and other underserved communities or States.

SAMHSA will need to spend more time assisting States and Communities build and maintain
more effective behavioral health systems for prevention, treatment, services and recovery
supports; and to make its block grant requirements more consistent and effective in terms of
State planning, reporting and expenditure obligations. SAMHSA also needs the ability to
implement a flexible, thoughtful and deliberate theory of change to improve the Nation’s
behavioral health systems. That is, SAMHSA needs the ability to identify emerging issues,
foster innovative solutions to real world problems, demonstrate and disseminate new research or
promising practices, and use limited, short-term discretionary grant investments to move
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evidence-based practices and policies into the nation’s core behavioral health systems funded
either through the BGs to States, Medicaid/Medicare, or private insurance. In order to move
innovative, evidence-based solutions rapidly into standard practice in the public behavioral
health system, SAMHSA must have the ability to provide — through its Block Grants -- direction
to the States on the implementation of a good and modern behavioral health system. The goals
of such a system are to help people with or at risk for mental and substance use disorders be
resilient, recover, and lead fulfilling lives in America’s communities.

SAMHSA needs to spend more time assisting States to build and maintain more effective
behavioral health systems for prevention, treatment, services and recovery supports, and to make
its Block Grant requirements more consistent and effective in terms of State planning, reporting
and expenditure obligations. SAMHSA’s FY 2012 Budget focuses on Block Grants while
expanding SAMHSA’s authority or using existing authority to direct the use of Block Grant
dollars by States. SAMHSA is proposing to move proven practices from key discretionary grant
programs which are proposed for reduction to scale through the Block Grants. SAMHSA also
proposes to create separate prevention programs for the States and for the Tribes to address
behavioral health care needs. These programs can be funded under current law as discretionary
grants.

In addition to the national economic conditions and the growing prevention science, the passage
of the Affordable Care Act (ACA) creates a dynamic that is critical for SAMHSA to address. As
indicated above, the SABG and the MHBG have provided significant proportions of the Nation’s
core behavioral health systems for vulnerable populations for decades. Under the ACA, many
individuals previously ineligible for Medicaid or unable to obtain commercial insurance for or
because of mental and substance use disorders will be covered by Medicaid, commercial
insurance through employers or on the private market or through the State health insurance
exchanges. Estimates are that up to 32 million more people will become eligible for health
insurance, of which six to ten million will have significant untreated mental health and/or
addictions. Of the 32 million newly insured, about half of those individuals, 16 million people,
will be eligible for Medicaid including four to six million people with significant untreated
mental illness and/or addictions. Many of these individuals will have been treated through the
Block Grants and related State MOE* dollars or would have been eligible for such services, had
there been enough dollars. Many others of the 32 million persons expected to be newly insured
will have unidentified or untreated substance abuse and/or depression, anxiety, post traumatic
stress, and other mental disorders. Many of these will be treated through primary care settings,
utilizing brief interventions and referrals to treatment that will help to prevent more significant
disorders later, IF these individuals can be served.

These changes require recasting the SABG and the MHBG in terms of who they serve and what
services they fund. Generally, these Block Grants need to provide funding for those individuals
and those services not otherwise funded by other sources such as Medicaid and commercial
insurance. The services that the Block Grants cover will need to be redesigned to operate as a
“coordination of benefits” or wrap around services for those priority individuals who are

! Maintenance of Effort-States have to maintain expenditures of non-Federal funds for services no less than the
preceding two-year average of expenditures
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receiving core behavioral health services elsewhere. BGs will also need to fund priority services
for those priority individuals who remain uninsured and whose untreated behavioral health needs
will be a burden on the individual, his/her family and his/her community.

SAMHSA will begin to request different information in State BG applications regarding specific
service approaches and planning activities, capacities and needs for implementing the Affordable
Care Act, and proposed responses to priorities outlined by SAMHSA. This request for different
information will introduce a message to States that SAMHSA is preparing for a major paradigm
shift in the healthcare system, and will signal the direction of future changes. In addition, this
State information will tell SAMHSA what kind of technical assistance and resources they may
need as 2014 approaches in the midst of fiscal austerity at the State and Federal levels. For
some information SAMHSA plans to require a single submission from each State, necessitating
coordination across Mental Health and Substance Abuse Authorities and other State departments
including State Medicaid and public health authorities. In preparation for the next round of full
BG applications, SAMHSA is making necessary adjustments to internal operations to facilitate
consistent timing and content of the SABG and the MHBG applications for 2012.
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Community Mental Health Services Block Grant
(Dollars in Thousands)

FY 2011 FY 2012
FY 2010 Continuing President’s
Actual Resolution Budget
Mental Health Block Grant...........cocoociiviiiiiiniinnn, $420,774 $420,774 $434,684
PHS Evaluation Fund (non-add)...........ccccoouriiriaieanne. 21,039 21,039 21,039
Authorizing Legislation ..........ccccooeienineneniiinen, Section 1911 of the Public Health Service Act
FY 2012 AULNOTIZALION .....iiiiieiieieee et Expired
AOCALION IMEINOM ... Formula grant

Program Description and Accomplishments

Since 1992, the Community Mental Health Services Block Grant (MHBG) distributes funds to
59 eligible States and Territories through a formula based upon specified economic and
demographic factors. The Community Mental Health Block Grant distributes funds to eligible
States and territories for a variety of services and for planning, administration and educational
activities under the State plan for comprehensive community-based mental health services for
children with serious emotional disturbance and adults with serious mental illness. Services
funded by the Block Grant include supported employment and supported housing, rehabilitation
services, crisis stabilization and case management, peer specialist and consumer-directed
services, wrap around services for children and families, jail diversion programs, and services for
special populations (people who are homeless, live in rural and frontier areas, and increasingly
for military families). The majority of these services are not currently covered under Medicaid,
Medicare, or commercial insurance. The MHBG also supports and encourages States to
implement proven practices demonstrated in the discretionary portfolio at SAMHSA.

A major provision of the MHBG authorization includes a Maintenance of Effort (MOE)
requirement wherein States are required to maintain expenditures for authorized activities at a
level that is not less than the average level of such expenditures maintained by the State for the
2-year period proceeding the year for which the State is applying for a grant. In FY 2010, due to
significant fiscal reductions among many State budgets, approximately one-third of States and
Territories had MHBG MOE expenditure shortfalls. The MHBG continues to represent a
significant “safety net” source of funding for mental health services for some of the most
vulnerable populations across the county. Funding for the MHBG has been flat for the past three
years following a reduction from FY 2007 funding. During this time, the number of people
served by the State mental health authorities across the country has increased from
approximately six million in FY 2006 to 6.3 million in FY 2008. Additionally, in part due to the
current economic downturn, State mental health authorities are expecting increasing demand for
mental health services.
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Ninety-five percent of the funds allocated to the MHBG program are distributed to States
through a formula prescribed by the authorizing legislation. Factors used to calculate the
allotments include total personal income; State population data by age groups (total population
data for Territories); total taxable resources; and a cost of services index factor. States and
territories may expend Block Grant funds only to carry out the annual plan, to evaluate programs
and services carried out under the plan, and for planning, administration, and educational
activities related to providing services under the plan. States also rely on the MHBG for an array
of non-clinical activities and services in support of their respective systems of care, e.g.,
planning, coordination, needs assessment, quality assurance, program development, and
evaluation.

The legislation provides a five percent set-aside, which is retained by SAMHSA, to assist the
States and Territories in the development of their mental health systems through the support of
technical assistance, data collection and evaluation activities. A breakout of the MHBG set-aside
funding is provided in a table following the ten-year funding table display.

The Mental Health State Data Infrastructure Grants are funded under the Block Grant Set-aside.
This grant program meets the goal of developing State capacity to collect and report data on 21
Uniform Reporting System measures, which include the National Outcome Measures (NOMS).
With support of the Data Infrastructure Grants and through the Uniform Reporting System, State
Mental Health Authorities provide annual State mental health system data reports to the MHBG
program to assure efficiency and effectiveness and to report on program performance. Over the
past six years, 59 States and Territories have consistently increased in their ability to provide
data, focusing on use of common measures across States. The Data Infrastructure Grant also
supports mental health data system development and use of data for policy and program decision
making. States must match grant awards at a 100 percent level. SAMHSA is working to initiate
client-level data collection through the Uniform Reporting System.

Most States are currently reporting on NOMS for public mental health services within their State
through the Uniform Reporting System (URS). The first compilation of State National Outcome
Measures data was submitted to Congress in the spring of 2005. For the fifth consecutive year,
significantly increased numbers of States have reported on National Outcome Measures domains
for both mental health and substance use programs.

State level outcome data for mental health are currently reported by State Mental Health
Authorities through the Uniform Reporting System. The following outcomes for services
provided during 2009 show that:

e For the 58 States that reported data in the Employment Domain, 21 percent of the mental
health consumers were in competitive employment;

e For the 596 States that reported data in the Housing Domain, 83 percent of the mental
health consumers were living in private residences;

e For the 58 States and Territories that reported data in the Access/Capacity Domain, State
mental health agencies provided mental health services for 21 people per 1,000
population.
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e For the 52 States that reported data in the Retention Domain, only nine percent of the
mental health patients returned to a State hospital within 30 days of State hospital
discharge;

e For the 54 States that reported data in the Perception of Care Domain, 72 percent of adult
mental health consumers improved functioning as a direct result of the mental health
services they received;

The independent evaluation of the MHBG demonstrates that funds allow States to explore new
innovations and strategies, target emerging needs with special programs; pay for non-covered
services (e.g., peer support programs) that are recovery-focused and consumer-centered; and
create the administrative, organizational, or service delivery linkages that foster community-
based, transformed system of mental health services. The study of the program has been
completed and the final will be placed on the SAMHSA website in early February 2011. Efforts
toward the collection of client-level data across all States for five of the National Outcome
Measures are also underway. Additionally, the pilot was designed to collect estimates of the
costs of modifying the State IT systems to report all the requested data files and a final project
report that summarizes the steps in the process of implementing the pilot and challenges faced.
All of this information will be useful as SAMHSA extends Client Level Data reporting to all
States. A draft report will be completed in February. A final report on the pilot will be completed
by the end of the year which will summarize the extent to which client level outcome data could
be reported as well as what resources would be needed to roll out client level data collection and
reporting to all States.

Funding History

FY Amount
2002 $433,000,000
2003 $437,140,000

2004 a/ $434,690,000
2005 a/ $432,756,000
2006 a/ $427,974,000
2007 a/ $428,256,000
2008 a/ $420,774,000
2009 a/ $420,774,000
2010 a/ $420,774,000
2011 o/ $420,774,000

a/ Includes PHS Evaluation funds of $21.8 million in FY 2004 and FY 2005, $21.4 million in FY 2006 and FY
2007, $21.0 million from FY 2008 to FY 2012.

Data Elements Used to Calculate FY 2012 Allotments

Population: States and the District of Columbia July 1, 2009 Population Estimates from U.S.
Census Bureau; Territory population estimates as of July 1, 2010 from U.S. Census Bureau.

Total Taxable Resources: 2005, 2006 and 2007 data from U.S. Department of Treasury.
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Income: 2007, 2008, and 2009 Total Personal Income for States and District of Columbia from
Department of Commerce/Bureau of Economic Analysis.

Cost of ServicesIndex: This index is determined triennially (i.e., it is revised every third fiscal
year rather than annually). The most current index is being used for the determination of
allotments for FY 2010, FY 2011, and FY 2012. The base wage rate was calculated using wages
paid and hours worked from the 2000 Decennial Census for specific occupation-industry
categories. The update factor was determined using wages paid and hours worked for base year
(FY 1999 for FY 2003 Final Rule), and recent year (FY 2005 for FY 2009 Final Rule), as
reported to the Centers for Medicare and Medicaid Services by hospitals participating in the
Medicare program. FY 2009 Median Fair Market Rent Estimates from Department of Housing
and Urban Development; July 1, 2007 Population Estimates by County/Subcounty from U.S.
Census Bureau.

Budget Request

The MHBG always has and will continue to fund those individuals who do not have other
sources of funding for care and those services not otherwise covered. The Affordable Care Act
(ACA) significantly enhances access to health care, including prevention and treatment services
for mental illness for millions of Americans. Many individuals that are supported in whole or in
part by current block grant funds will be insured in FY 2014. These individuals will have
various outpatient and other services covered under ACA. However, ACA will not enhance
access to other support services that are necessary to support an individual’s recovery. As
individuals become insured through Medicaid or private insurance, many of those individuals
remaining uninsured and some of those services not covered for those who are insured will be
funded through MHBG dollars.

Under ACA, the block grant funds will be used for four purposes: 1) to fund priority treatment
and support services for individuals that will not be insured or for whom coverage is terminated
for short periods of time; 2) to fund priority treatment and support services that are not covered
by Medicaid, Medicare or private insurance offered through the exchanges and that show proven
success in improving outcomes and/or supporting recovery; 3) to collect performance and
outcome data to determine the ongoing effectiveness of behavioral health services and to plan the
implementation of new services on a nationwide basis; and 4) to bring effective programs to
scale.

The FY 2012 President’s Budget request is $434.7 million, a $13.9 million increase from the FY
2010 Level. Starting in FY 2012 the Mental Health Block Grant funds will be used to provide
additional supports for children with serious emotional disturbance and persons at risk of
acquiring these conditions. This budget will support 59 grants to States and Territories. In FY
2012, 3.2 percent of the Budget Authority appropriated for the MHBG will be set aside pursuant
to section 241 of the Public Health Service Act. These resources will be used to support
activities such as evaluation, data collection, and technical assistance of the MHBG.

Over the next year, policy and operational decisions will need to be made that affect SAMHSA,
other Federal agencies, State authorities, providers, and individuals and families that benefit
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from services and supports underwritten by SAMHSA block grants. SAMHSA will work with
States and Territories to increase accountability for those funds, as well as bringing best practices
and evidence-based practices to scale.

To start preparing for the realignment and restructuring of SAMHSA Block Grants, SAMHSA
developed and States completed a FY 2011 Application Addendum for both the MHBG and
SABG, to compare and gain more insights on these two major funding programs. In FY 2012,
SAMHSA will begin to request different information in State BG applications regarding specific
service approaches and planning activities, capacities and needs for implementing the Affordable
Care Act, and proposed responses to priorities outlined by SAMHSA. This request for different
information will introduce a message to States that SAMHSA is preparing for a major paradigm
shift in the healthcare system, and will signal the direction of future changes. States have the
option to submit a joint application for their MHBG and SABG to ensure better program
coordination, collaboration, and efficiency of using funds for behavioral health services.

39



SAMHSA/Center for Mental Health Services
Set-Aside Activities
(Dallarsin Thousands)

FY 2011 FY 2012
FY 2010 Continuing  President's
Actual Resolution Budget
Funding Sour ces
Budget Authority
Program Management $2,000 $2,000 $2,000
National Health Interview Survey (non-add) 2,000 2,000 2,000
PHS Evaluation Funds
Mental Health Block Grant Set-Aside 21,039 21,039 21,039
Program Management 1,000 1,000 1,000
NSDUH Mental Health Surveillance (non-add) 1,000 1,000 1,000
Total Program Level $24,039 $24,039 $24,039
Mental Health Block Grant Set-Aside Activities
FY 2011 FY 2012
FY 2010 Continuing  President's
State Data Systems Actual Resolution Budget
State Data Infrastructure Grants $6,851 $6,850 $6,850
State Data Infrastructure Contracts 435
Subtotal, State Data Systems 7,286 6,850 6,850
National Data Collection
National MH Data Contracts 2,030 2,348 1,790
Subtotal - National Data Collection 2,030 2,348 1,790
Technical Assistance (TA)
TA to States 11,294 11,411 11,970
FTE Support (non-add) 2,210 2,551 2,750
Subtotal, Technical Assistance 11,294 11,411 11,970
Program Evaluation
Development of Spending Estimates for MH/SAT 429 430 429
Subtotal, Program Evaluation 429 430 429
TOTAL, MH Block Grant Set-Aside $21,039 $21,039 $21,039
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Outcomes and Outputs

Community Mental Health Services Block Grant

Table 1: Key Performance I ndicatorsfor Mental Health Block Grant

FY 2011 FY 2013 FY 2013
Performance Performance Performance
M easure M ost Recent Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 Perfor mance
PB Request Target
2.3.14: Number of people served by 2\2320023:5
the public mental health system? (+argét 6,300,000 6,340,320 +40,320
(Output) Exceeded)
2.3.11: Number of evidence based F; g(t)a?tz: 4.3
practices (EBPs) implemented® ?Target 4.2 per State 4.2 per State Maintain
(Output) Exceeded)
2.3.15: Rate of consumers (adults) 51(620909:
reporting positively about outcomes (Tér Zt Not 72% 2% Maintain
(Outcome) Met)g
FY 2009:
2.3.16: Rate of family members 65.2%
children/adolescents) reporting arget Not 6 0 -6%
hildren/adol i T N 73% 67% 6%
positively about outcomes (Outcome) | Met but
Improved)
2.3.81: Percentage of service (';Y 2009: 7.2
population receiving any evidence ('Orar ot 72% 72% Maintain
based practice (Outcome) Excge ded)

*The FY 2010, FY 2011 and FY 2012 targets have been set at 6.3 million persons served (slightly lower than the most recent actual) based on the

expectation that the current recession will impact the service delivery systems of the State Mental Health Authorities and may result in fewer

persons receiving mental health care nationally.

3National average of evidence-based practices per state, based on 35 States reporting. Excludes Medication Management and Iliness Self-
Management, which continue to undergo definitional clarification
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
FY 2012 DISCRETIONARY STATE/FORMULA GRANTS

Community Mental Health Services Block Grant Program

CFDA #93.958
FY 2010 FY 2011 FY 2012

STATE/TERRITORY  Appropriation Estimate Estimate +/- FY 2010

Alabama $6,030,049 $6,043,224 $6,068,781 +$38,732
Alaska 710,941 699,955 708,706 -2,235
Arizona 9,383,677 9,524,857 9,616,355 +232,678
Arkansas 3,687,284 3,684,620 3,701,900 +14,616
California 53,676,045 53,470,793 53,202,825 -473,220
Colorado 6,560,592 6,618,166 6,647,041 +86,449
Connecticut 4,233,212 4,172,385 4,135,527 -97,685
Delaware 730,894 736,297 752,726 +21,832
District Of Columbia 772,964 763,690 753,517 -19,447
Florida 26,711,963 26,381,061 26,508,905 -203,058
Georgia 13,141,697 13,303,932 13,362,785 +221,088
Hawaii 1,991,184 1,967,992 1,956,778 -34,406
Idaho 1,806,946 1,815,091 1,823,687 +16,741
Illinois 15,774,494 15,721,669 15,492,957 -281,537
Indiana 7,887,788 7,944,223 7,915,313 +27,525
lowa 3,370,840 3,374,230 3,323,966 -46,874
Kansas 3,116,308 3,122,152 3,097,349 -18,959
Kentucky 5,420,187 5,412,148 5,415,890 -4,297
Louisiana 5,293,123 5,424,261 5,539,438 +246,315
Maine 1,649,042 1,643,710 1,629,114 -19,928
Maryland 7,281,807 7,308,278 7,351,039 +69,232
Massachusetts 8,050,963 8,073,592 8,160,512 +109,549
Michigan 12,810,013 12,798,172 12,557,496 -252,517
Minnesota 6,831,525 6,850,165 6,835,821 +4,296
Mississippi 3,942,229 3,961,974 3,951,312 +9,083
Missouri 6,959,268 7,007,039 7,032,955 +73,687
Montana 1,191,479 1,187,436 1,185,306 -6,173
Nebraska 1,943,546 1,937,291 1,926,025 -17,521
Nevada 3,678,154 3,668,825 3,711,740 +33,586
New Hampshire 1,510,763 1,503,859 1,494,068 -16,695
New Jersey 11,561,060 11,481,491 11,347,605 -213,455
New Mexico 2,365,487 2,360,459 2,376,256 +10,769
New York 23,725,265 23,484,085 23,172,903 -552,362
North Carolina 11,162,694 11,316,517 11,404,753 +242,059
North Dakota $746,161 $737,998 $736,313 -$9,848
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
FY 2012 DISCRETIONARY STATE/FORMULA GRANTS

Community Mental Health Services Block Grant Program

CFDA # 93.958
FY 2010 FY 2011 FY 2012

STATE/TERRITORY  Appropriation Estimate Estimate +/- FY 2010

Ohio $13,695,234 $13,792,762 $13,762,718 +$67,484
Oklahoma 4,390,515 4,348,099 4,367,994 -2521
Oregon 4,963,996 4979,213 4,983,949 +19,953
Pennsylvania 14,485,712 14,409,512 14,539,192 +53,480
Rhode Island 1,387,146 1,375,754 1,369,668 -17,478
South Carolina 5,726,309 5,808,930 5,894,597 +168,288
South Dakota 863,186 865,047 867,768 +4,582
Tennessee 7,723,117 7,759,542 7,794,726 +71,609
Texas 32,209,069 32,256,069 32,508,255 +299,186
Utah 3,048,064 3,109,620 3,131,038 +82,974
Vermont 743,593 739,208 730,765 -12,828
Virginia 9,999,072 10,009,499 10,062,553 +63,481
Washington 8,463,723 8,485,053 8,575,408 +111,685
West Virginia 2,411,707 2,399,115 2,373,101 -38,606
Wisconsin 7,463,832 7,462,992 7,424,808 -39,024
Wyoming 455,056 436,923 454771 -285
State Sub-total 393,738,975 393,738,975 393,738,975 0
American Samoa 84,418 85,886 86,680 +2,262
Guam 229,028 233,507 235,991 +6,963
Marshall Islands 82,265 84,439 85,932 +3,667
Micronesia 140,202 140,596 139,813 -389
Northern Marianas 112,792 67,376 63,043 -49,749
Puerto Rico 5,154,286 5,190,495 5,191,365 +37,079
Palau 50,000 50,000 50,000 0
Virgin Islands 143,034 143,726 143,201 +167
Territory Sub-Total 5,996,025 5,996,025 5,996,025 0
Total States/Territories 399,735,000 399,735,000 399,735,000 0
SAMHSA Set-Aside 21,039,000 21,039,000 21,039,000 0
Transfer 0 0 13,910,000 +13,910,000
TOTAL, MHBG $420,774,000 $420,774,000 $434,684,000 +%$13,910,000
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Substance Abuse Prevention and Treatment Block Grant
(Dollarsin Thousands)

FY 2011 FY 2012
FY 2010 Continuing President’s
Actual Resolution Budget
Substance Abuse Prevention and Treatment Block
Grant e $1,454,713 $1,454,713 $1,494,314
PHS Evaluation Fund (non-add).................ccccceevvuennnn, 79,200 79,200 74,711

1/ Reflects reallocation of the 20% Prevention Set-Aside in FY 2012 and comparable adjustments in FY 2010 and
FY 2011

Authorizing Legislation ..........ccccccooveveiieeineiennnn, Section 1921 of the Public Health Services Act*
FY 2012 AULNOTIZALION ....vviiieece ettt esna e aeeneenneas Expired
AOCAION MELNOA ......c.eiiiiiicee e Formula Grants

Program Description and Accomplishments

The Substance Abuse Prevention and Treatment Block Grant Program (SABG) distributes funds
to 60 eligible States, Territories, the District of Columbia and the Red Lake Indian Tribe of
Minnesota to plan, carry out, and evaluate substance abuse treatment and recovery support
services provided for individuals, families, and communities impacted by substance abuse and
substance use disorders (SUD).

This formula grant program provides funding based upon specified economic and demographic
factors and is administered by SAMHSA’s Center for Substance Abuse Treatment. All Block
Grant applications must include an annual plan that contains detailed provisions for complying
with each funding agreement specified in the legislation, and describes how the applicant intends
to expend the grant. The current law includes specific provisions and funding set-asides, such as
a 20 percent prevention set-aside; an HIV/AIDS early intervention set-aside; requirements and
potential reduction of the Block Grant allotment with respect to sale of tobacco products to those
under the age of 18; a maintenance of effort requirement; and “hold harmless” provisions that
limit fluctuations in allotments as the total appropriation changes from year to year.

The program’s overall goal is to support and expand substance abuse treatment services while
providing maximum flexibility to the States. States and Territories may expend Block Grant
funds only for the purpose of planning, carrying out, and evaluating activities related to these
services. Targeted technical assistance is available for the States and Territories through CSAT’s
State Systems Technical Assistance Project. The Block Grant requires States to maintain
expenditures for authorized activities at a level that is not less than the average level of such
expenditures maintained by the State for the 2-year period proceeding the year for which the
State is applying for a grant. Given the current economic situation, SAMHSA is aware that a
number of States may experience challenges meeting the maintenance of effort requirement in
the Federal FY 2011 grant cycle, and is monitoring the situation closely.

4 Appropriation language will notwithstand the 20% prevention set-aside and allow for the movement of these funds into a separate State
Prevention Grants for behavioral health; State will still be able to spend SAPTBG funds for prevention services
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Of the amounts appropriated for the Block Grant program, 95 percent are distributed to States
through a formula prescribed by the authorizing legislation. Factors used to calculate the
allotments include total personal income; State population data by age groups (total population
data for territories); total taxable resources; and a cost of services index factor.

The Block Grant is critically important to the States because it provides them the flexibility to
respond to local and/or regional emergent issues impacting health, public health, and public
safety through a consistent Federal funding stream. Individuals who are currently in need of such
services may fall into several categories, such as no insurance or limited health insurance
coverage for substance use disorder treatment and recovery support services, or may have been
mandated to enter SUD treatment through public safety and/or public welfare systems. As
previously indicated, there will continue to be individuals and families without health insurance
or whose health insurance benefit will not cover certain services, e.g. recovery supports. Such
individuals rely on services funded by the Block Grant. States also rely on the Block Grant for an
array of non-clinical activities and services in support of their respective systems of care, e.g.
planning, coordination, needs assessment, quality assurance, program development, and
evaluation. The independent evaluation of the original Substance Abuse Prevention and
Treatment Block Grant program (http://tie.samhsa.gov/SAPT2010.html#Evaluation )
demonstrated how States have leveraged the statutory requirements of this Block Grant to
expand existing or establish new treatment capacity in underserved areas of States and to
improve coordination of services with other State systems.

As seen in the following table, the Block Grant Program has been successful in expanding
treatment capacity in the latest year for which actual data are available (FY 2008) by supporting
almost 2.3 million admissions to treatment programs receiving public funding. Outcomes data
for the Block Grant Program also show positive results. At discharge, clients have demonstrated
high abstinence rates from both illegal drug (73.7 percent) and alcohol (78.2 percent) use.

State Substance Abuse Authorities reported the following outcomes for services provided during
2007, the most recent year data is available:

e For the 51 States that reported data in the Abstinence from Drug/Alcohol Use
Domain for alcohol, 50 of 51 identified improvements in client abstinence. Forty-
three of these States reported improvements based on information submitted to the
Treatment Episode Data Set (TEDS) and seven reported improvements based on their
own data collection systems.

e Similarly, for the 51 States that reported data in the Abstinence from Drug/Alcohol
Use Domain for drug use, 50 of 51 identified improvements in client abstinence.
Forty-three of these States reported improvements based on information submitted to
TEDS and seven reported improvements based on their own data collection systems.

e For the 51 States that reported data in the Employment Domain, 46 of 51 identified
improvements in client employment. Forty of these States reported improvements
based on information submitted to TEDS and six reported improvements based on
their own data collection systems.
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e For the 51 States that reported in the Criminal Justice Domain, 35 of 40 reported an
increase in clients with no arrests based on data reported to TEDS.

e For the 51 States that reported data in the Housing Domain, 35 of 47 identified
improvements in stable housing for clients based on data reported to TEDS.

Funding History
FY Funding FTEs

2002 $1,725,000,000
2003 $1,753,932,000
2004 &/ $1,779,146,000
2005a/ $1,775,555,000
2006 a/  $1,757,425,000 40
2007 &/  $1,758,591,000 40
2008 a/  $1,758,728,000 40
2009 &/ $1,778,591,000 40
2010 a/ $1,454,713,000 40
2011a/ $1,454,713,000 40

a/ Includes $79.2 million from the PHS evaluation funds.

Data Elements Used to Calculate State Allotments

Population Data: States and the District of Columbia July 1, 2008 Population Estimates) from
U.S. Census Bureau; Territory population estimates as of July 1, 2009 from U.S. Department of
Commerce.

Total Taxable Resources: 2005, 2006 and 2007 data from U.S. Department of Treasury.

Income: 2006, 2007, and 2008 Total Personal Income for States and District of Columbia from
Department of Commerce/Bureau of Economic Analysis.

Cost of ServicesIndex: This index is determined triennially (i.e., it is revised every third fiscal
year rather than annually). The most current index is being used for the determination of
allotments for FY 2010, FY 2011, and FY 2012. The base wage rate was calculated using wages
paid and hours worked from the 2000 Decennial Census for specific occupation-industry
categories. The update factor was determined using wages paid and hours worked for base year
(FY 1999 for FY 2003 Final Rule), and recent year (FY 2005 for FY 2009 Final Rule), as
reported to the Centers for Medicare and Medicaid Services by hospitals participating in the
Medicare program. FY 2009 Median Fair Market Rent Estimates from Department of Housing
and Urban Development; July 1, 2007 Population Estimates by County/Sub-county from U.S.
Census Bureau.
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Budget Request

The Affordable Care Act (ACA) significantly enhances access to health care, including
prevention and treatment services for mental illness for millions of Americans. Many
individuals that are supported in whole or in part by current block grant funds will be insured in
FY 2014. These individuals will have various outpatient and other services covered under
ACA. However, ACA will not enhance access to other support services that are necessary to
support an individual’s recovery.

Under ACA, the block grant funds will be used for four purposes: 1) to fund priority treatment
and support services for individuals that will not be insured or for whom coverage is terminated
for short periods of time); 2) to fund priority treatment and support services that are not covered
by Medicaid, Medicare or private insurance offered through the exchanges and that show proven
success in improving outcomes and/or supporting recovery; and 3) to collect performance and
outcome data to determine the ongoing effectiveness of behavioral health services and to plan the
implementation of new services on a nationwide basis; and 4) to bring effective programs to
scale.

SAMHSA needs to begin planning now for the FY 2014 effective dates of critical aspects of the
ACA. This will require that SAMHSA use FY 2011, 2012 and 2013 to transition the block grant
to these three purposes. This transition includes strengthening SAMHSA’s authority regarding
the States’ use of Block Grant funds, and a shift in SAMHSA staff functions to support and
provide technical assistance for States as they move through these changes.

The FY 2012 Budget Request is for $1.494 billion, an increase of approximately $39.6 million
over the FY 2010 Level. This reflects a comparability adjustment of $343 million down to
$1.454 billion to transfer funding for the 20 percent SABG prevention set-aside to the new
Substance Abuse - State Prevention Grants. It also includes an increase in funding of
approximately $39.6 million to bring the total for the program over the adjusted FY 2010 level.
In FY 2012, 3.2 percent of the Budget Authority appropriated for the SABG will be set aside
pursuant to section 241 of the Public Health Service Act. These resources will be used to
support activities such as evaluation, data collection, and technical assistance of the SABG.

Over the next year, policy and operational decisions will need to be made that affect SAMHSA,
other Federal agencies, State authorities, providers, and individuals and families that benefit
from services and supports underwritten by SAMHSA block grants. SAMHSA intends to work
with States and Territories to increase accountability for these funds, as well as bringing best
practices and evidence-based practices to scale. States and Territories will also be allowed to
utilize a portion of the SABG funds to augment the Substance Abuse State Prevention Grant
funding for additional prevention services if the submitted application indicates a desire to do so
in the plan for expenditure of these dollars.

To start preparing for the realignment and restructuring of SAMHSA Block Grants, SAMHSA
developed and States completed a FY 2011 Application Addendum for both the SABG, and
MHBG to compare and gain more insights on these two major funding programs. In FY 2012,
SAMHSA will begin to request different information in State BG applications regarding specific
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service approaches and planning activities, capacities and needs for implementing the Affordable
Care Act, and proposed responses to priorities outlined by SAMHSA. This request for different
information will introduce a message to States that SAMHSA is preparing for a major paradigm
shift in the healthcare system, and will signal the direction of future changes. States have the
option to submit a joint application for their SABG and MHBG to ensure better program
coordination, collaboration, and efficiency of using funds for behavioral health services.
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Outcomes and Outputs

Substance Abuse Block Grant Treatment Activities

Table 2: Key Performance I ndicatorsfor Substance Abuse Block Grant — Treatment Activities

FY 2011 FY 2013 FY 2013
Perfor mance Performance Perfor mance
M easure Most Recent Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 with FY 2012 Perfor mance
PB Request Target
1.2.43: Number of admissions to 5\2(7220226
substance abuse treatment programs (',rar ét 1,881,515 1,937,960 +56,445
receiving public funding® (Output) Excegeded)
1.2.48: Percentage of clients §5Y720209'
reporting no drug use in the past (Térget 70.3% 74% +3.7%
month at discharge (Outcome) Exceeded)
1.2.49: Percentage of clients 51(520209'
reporting no alcohol use in the past (Térget 74.7% 78% +3.3%
month at discharge (Outcome) Exceeded)
1.2.50: Percentage of clients FY 2009:
reporting being employed/in school 42.9% 43.9% 43% -0.9%
at discharge (Outcome) (Target Met)
1.2.51: Percentage of clients FY 2009: 92%
reporting no involvement with the (Target 88.9% 92% +3.1%
Criminal Justice System (Outcome) Exceeded)
1.2.85: Percentage of clients FY 2009: 92.0
receiving services who had a % T 92.0 % 92.0 % Maintain
permanent place to live in the (Target Met) ' '
community (Outcome)

5Formerly Number of Clients Served. Wording change approved by OMB 12/4/07.
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Synar

Table 3: Key Performance I ndicatorsfor Substance Abuse Block Grant — Synar Amendment

(Outcome)

FY 2011 FY 2013 FY 2013
Performance Performance Performance
M easure M ost Recent Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 with FY 2012 Performance
PB Request Target
2.3.49: Number of States (including
Puerto Rico) whose retail sales FY 2009: 52 59 52 Maintain
violations is at or below 20%° (Target Met)
(Outcome)
2.3.62: Number of States (excluding .
Puerto Rico) reporting retail tobacco (F.P; é%?g' 34 26 347 8
sales violation rates below 10% Exceeded)

®The 20% retail sales violation data apply to the 50 states, D.C., and Puerto Rico.

"The target rate for 2012 and 2013 have been increased. Although States continue to face funding cuts to their youth tobacco access enforcement
programs due to weak economic conditions, SAMHSA anticipates that new funding available to States from the FDA as a result of the Tobacco
Control Act will help to offset State budget cuts and greatly increase the amount and reach of enforcement of youth access laws taking place in
States, which SAMHSA expects to result in lower RVRs.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
FY 2012 DISCRETIONARY STATE/FORMULA GRANTS

Substance Abuse Prevention and Treatment Block Grant (SABG)

CFDA #93.959
FY 2010 FY 2011 FY 2012

STATE/TERRITORY  Appropriation Estimate Estimate +/- FY 2010

Alabama $23,932,208 $23,932,208 $19,265,992 -$4,666,216
Alaska 4,958,281 4,958,281 3,991,533 -966,748
Arizona 37,421,345 37,421,345 30,125,066 -7,296,279
Arkansas 13,381,171 13,381,171 10,772,159 -2,609,012
California 251,659,105 251,659,105 202,591,519 -49,067,586
Colorado 26,393,425 26,393,425 21,247,330 -5,146,095
Connecticut 17,071,088 17,071,088 13,742,629 -3,328,459
Delaware 6,744,716 6,744,716 5,429,656 -1,315,060
District Of Columbia 6,744,716 6,744,716 5,429,656 -1,315,060
Florida 100,688,583 100,688,583 81,056,686 -19,631,897
Georgia 50,698,151 50,698,151 40,813,208 -9,884,943
Hawaii 7,660,446 7,660,446 6,166,840 -1,493,606
Idaho 6,931,273 6,931,273 5,579,838 -1,351,435
Illinois 70,114,715 70,114,715 56,444,001 -13,670,714
Indiana 33,423,005 33,423,005 26,906,308 -6,516,697
lowa 13,571,229 13,571,229 10,925,160 -2,646,069
Kansas 12,333,978 12,333,978 9,929,143 -2,404,835
Kentucky 20,736,291 20,736,291 16,693,204 -4,043,087
Louisiana 25,939,847 25,939,847 20,882,189 -5,057,658
Maine 6,744,716 6,744,716 5,429,656 -1,315,060
Maryland 32,090,222 32,090,222 25,833,386 -6,256,836
Massachusetts 34,451,972 34,451,972 27,734,651 -6,717,321
Michigan 58,098,674 58,098,674 46,770,804 -11,327,870
Minnesota 24,981,718 24,981,718 20,110,873 -4,870,845
Red Lake Indians 615,708 615,708 495,659 -120,049
Mississippi 14,307,367 14,307,367 11,517,768 -2,789,599
Missouri 26,248,614 26,248,614 21,130,754 -5,117,860
Montana 6,744,716 6,744,716 5,429,656 -1,315,060
Nebraska 7,920,131 7,920,131 6,375,892 -1,544,239
Nevada 13,897,818 13,897,818 11,188,072 -2,709,746
New Hampshire 6,744,716 6,744,716 5,429,656 -1,315,060
New Jersey 47,103,249 47,103,249 37,919,227 -9,184,022
New Mexico 9,009,024 9,009,024 7,252,477 -1,756,547
New York 115,911,639 115,911,639 93,311,605 -22,600,034
North Carolina 40,041,719 40,041,719 32,234,529 -$7,807,190
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
FY 2012 DISCRETIONARY STATE/FORMULA GRANTS

Substance Abuse Prevention and Treatment Block Grant (SABG)

CFDA #93.959
FY 2010 FY 2011 FY 2012
STATE/TERRITORY  Appropriation Estimate Estimate +/- FY 2010
North Dakota $5,500,894 $5,500,894 $4,428,350 -$1,072,544
Ohio 66,891,165 66,891,165 53,848,967 -13,042,198
Oklahoma 17,775,259 17,775,259 14,309,503 -3,465,756
Oregon 17,998,935 17,998,935 14,489,568 -3,509,367
Pennsylvania 59,291,507 59,291,507 47,731,063 -11,560,444
Rhode Island 6,744,716 6,744,716 5,429,656 -1,315,060
South Carolina 20,685,249 20,685,249 16,652,114 -4,033,135
South Dakota 5,086,794 5,086,794 4,094,989 -991,805
Tennessee 29,850,946 29,850,946 24,030,716 -5,820,230
Texas 136,456,180 136,456,180 109,850,446 -26,605,734
Utah 17,194,033 17,194,033 13,841,602 -3,352,431
Vermont 5,438,864 5,438,864 4,378,414 -1,060,450
Virginia 43,237,320 43,237,320 34,807,063 -8,430,257
Washington 35,098,858 35,098,858 28,255,409 -6,843,449
West Virginia 8,740,456 8,740,456 7,036,273 -1,704,183
Wisconsin 28,190,657 28,190,657 22,694,144 -5,496,513
Wyoming 3,534,119 3,534,119 2,845,049 -689,070
State Sub-Total 1,683,031,528 1,683,031,528 1,354,880,108 -328,151,420
$0
American Samoa 362,204 368,518 299,407 -62,797
Guam 982,668 1,001,931 815,152 -167,516
Northern Marianas 483,945 289,096 217,763 -266,182
Puerto Rico 22,115,030 22,271,328 17,931,867 -4,183,163
Palau 117,852 116,775 94,101 -23,751
Marshall Islands 352,969 362,308 296,824 -56,145
Micronesia 601,551 603,270 482,939 -118,612
Virgin Islands 613,703 616,696 494,639 -119,064
Territory Sub-Total 25,629,922 25,629,922 20,632,692 -4,997,230
$0
Total States/Territories 1,708,661,450 1,708,661,450 1,375,512,800 -333,148,650
SAMHSA Set-Aside 89,929,550 89,929,550 74,711,200 -15,218,350
Transfer 0 0 44,090,000 +44,090,000

TOTAL SAPTBG Y

$1,798,591,000 $1,798,591,000 $1,494,314,000 -$304,277,000

v Funding reflects an adjusted base without funding for the 20% prevention set-aside.
Notwithstanding any other provision of law, section 1922(a) of the Public Health Service Act
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SAMHSA State, Tribal, and Community Prevention Grants - Overview
(Dallarsin Thousands)

FY 2010 FY 2011 FY 2012
Actual Continuing | President's
Resolution Budget
State, Tribal, and Community Prevention Grants................... $480,576 $480,655 $535,000
Substance Abuse - Sate Prevention Grants (non-add).............. 395,000
Behavioral Health - Tribal Prevention Grants (non-add)......... 50,000
ACA Prevention Fund (non-add) ...........cccceevrrvnercceenennnns (50,000)
Mental Health - Sate Prevention Grants (non-add)................. 24,993 25,000 90,000
Project LAUNCH (non-add)...........cccceuvrverernineersnnnrcrensnenenns (24,993) (25,000) (25,000)
Authorizing Legislation ...........cccccoviviiic i, Section 516 and 520A of the PHS Act
FY 2012 AULNOTIZALION ...ttt et e e sbe e naeere e N/A
Allocation Method ...........ccviiiiiicc e Discretionary Grants

Prevention of substance abuse and mental illness and emotional health promotion are essential
components of the National Prevention Council’s National Prevention and Health Promotion
Strategy to improve the health of individuals, families and communities and reform the Nation’s
health care system. The development of any comprehensive prevention strategy must include the
prevention of substance abuse and mental illness as essential components to achieving and
maintaining overall health for the American people.

In FY 2012, SAMHSA is requesting funding that creates three new behavioral health programs
specifically focused on States and Territories, and Tribes. The purpose of these new programs is
to help States/Territories and Tribes develop and implement effective practices, strategies, and
policies to prevent substance abuse and mental illness and to promote emotional health. These
programs are based on the latest prevention science that has demonstrated the benefits of
building emotional health in helping to prevent substance abuse and mental illnesses. The
Substance Abuse — State Prevention Grants, Behavioral Health — Tribal Prevention Grants, and
Mental Health — State Prevention Grants will encourage States/Territories and Tribes to both
strengthen substance abuse prevention activities and make promotion of emotional health a
priority. The President and the Congress have both emphasized the critical role of disease
prevention and health promotion in the overall health and wellness of the American people.
These efforts directly support that priority.

A World Health Organization (WHO) report estimates that 26.2 percent of Americans ages 18
and older (about one in four adults) suffer from a diagnosable mental disorder in a given year.
Mental illness is among the top causes for disability claims and is the leading cause of disability
in the U.S. and Canada among people ages 15-44. The Institute of Medicine (IOM) estimates the
cost of mental, emotional and behavioral disorders among youth to be approximately $247
million. Over 33,000 Americans die every year as a result of suicide. With an average age of
onset for mental disorders occurring before age 14, and three-quarters of adult mental illnesses
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beginning before age 25, a focused approach on disease prevention is necessary in order to
reduce the impact of mental illness on society.

Similarly, substance abuse is a significant burden to American society. Nearly 5000 deaths are
attributable to underage drinking each year. Furthermore, on any given day, an average of 8,000
people over the age of 12 initiate illicit drug use for the first time. According to the National
Institute on Drug Abuse (NIDA), estimates of the total overall costs of substance abuse in the
United States including health costs, crime-related costs and lost productivity exceed half a
trillion dollars annually. This includes an estimated $181 billion for illicit drugs, $168 billion for
tobacco, and $185 billion for alcohol.

Recent research has demonstrated consistently that substance use disorders and many mental
ilinesses are preventable The currently available science reviewed in 2009 by the IOM in its
report entitled Preventing Mental, Emotional, and Behavioral Disorders Among Young People,
describes risk factors that can be lessened and protective factors that can be enhanced by
utilizing multiple institutions/messages and community interventions to build emotional health in
young children and help prevent substance abuse, depression, conduct disorder and other
behavioral health issues among adolescents. These risk and protective factors are similar,
regardless of whether the goal is reduced substance abuse or reduced depression and anxiety
disorders. While there are similar factors, there are also unique factors for substance abuse.
Likewise, these risk and protective factors must be addressed within multiple institutions in a
community — schools, churches, community centers, homes, primary care settings, etc. — over
time, in order to see measurable differences that are sustained for youth and for communities.

States and Territories are critical partners in the work of communities. States and Territories set
policies, support community institutions and often direct or influence how services are funded
and implemented and how collaborations are created or sustained. Without the commitment of
States/Territories, the Nation’s communities will not be successful as a whole in making the
population based changes needed to raise emotionally healthy children who grow into healthy
adolescents and productive adults.

The FY 2012 President’s Budget request is $535 million for these three new
prevention programs, including $395 million for the Substance Abuse - State Prevention Grants,
$50 million for the Behavioral Health - Tribal Prevention Grants (funded from ACA Prevention
Funds) and $90 million for the Mental Health - State Prevention Grant. Funding for the
Substance Abuse - State Prevention Grants includes funding from realignment of the 20 percent
Prevention Set-aside requirement of the SAPT Block Grant ($345 million) along with funding
previously used for the Strategic Prevention Framework program ($51 million). Funding for the
Mental Health - State Prevention Grants includes recycled funding from discretionary mental
health programs. Funding for the Behavioral Health - Tribal Prevention Grants is requested from
the Prevention and Public Health Fund of the ACA.
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Substance Abuse - State Prevention Grants
(Dollarsin Thousands)

FY 2010 FY 2011 FY 2012
Actual Continuing | President's
Resolution Budget

Substance Abuse - State Prevention Grants............c.ccccoceeene. $0 $0 $395,000
AUhorizing LegiSIation ...........cooiiiiiieiiiie e Section 516 of the PHS Act
FY 2012 AULNOTIZATION ...ttt ettt ne e b e enes N/A
AOCAtION IMETNOM ... Discretionary Grants
Purpose

SAMHSA proposes to introduce a new Substance Abuse — State Prevention Grant (SA-SPG)
starting in FY 2012, focusing exclusively on preventing substance abuse. The SA-SPG
represents a significant advance in the Nation’s approach to prevention in several ways. First, it
creates a sustainable and predictable source of prevention funding for the 50 States, the District
of Columbia (DC), and eight Territories that will require focus on high risk communities and
youth. Second, it will move the Strategic Prevention Framework State Incentive Grant (SPF-
SIG) approach to scale across the Nation. Third, it requires that States and Territories use a
comprehensive, data-driven planning process to identify and address problems in communities,
and holds States and the Territories accountable for achieving measurable outcomes for their
residents.

Background

The SA-SPGs draw upon the strengths of both block grant and discretionary approaches. First,
through the 20 percent prevention set-aside of the current formula-based Substance Abuse
Prevention and Treatment Block Grant (SABG) program, SAMHSA will ensure funding
availability and decision-making authority for prevention at the State level. At the same time,
SAMHSA has guided the development of data-driven, needs-based, evidence-proven methods
for facilitating substance abuse prevention through its discretionary programs, including the SPF-
SIG. The new SA-SPG program integrates key aspects of both approaches in a systematic and
logical approach designed to avoid duplication, improve coordination, increase accountability,
prioritize high-need communities, focus exclusively on substance abuse prevention and require
States and Territories to support communities in achieving outcomes. The SA-SPG program will
build on the success of the planning approach promoted through the SPF-SIG, bringing it to scale
nationwide and shepherding successes into the next step of development.

The SA-SPG provides prevention funding to ensure that every State and Territory makes

prevention of substance abuse a priority. The SASPG will allow States and Territories to address
substance abuse prevention at three levels: universal prevention, which addresses populations at
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large; selected prevention, which targets subgroups of the population who share common risks of
developing substance abuse disorders (such as children with a family history of substance abuse
or schools in high poverty areas); and indicated prevention, which addresses individuals with
multiple risk factors, early symptoms, or behaviors that are precursors for substance abuse, but
who do not require treatment for substance abuse. States/Territories and communities will be
able to utilize environmental and individual prevention approaches to achieve measurable results.
This new program supports SAMHSA’s Prevention of Substance Abuse and Mental Iliness
Strategic Initiative, which aims to create prevention prepared communities where individuals,
families, schools, workplaces, and communities take action to strengthen protective factors and
reduce risk factors for substance abuse (including tobacco) and to create environmental changes
that support community living without the use of substances of abuse.

Structure and Required Activities:

The program will consist of discretionary grants to States and Territories. States and Territories
will continue to be eligible for these funds beyond the initial award so long as they meet the
requirements of renewal applications, provide the necessary annual reports, and show continued
movement toward implementing their approved plans.

Each State and Territory will be required to develop a data-driven strategic plan based on
information from its epidemiological work group which will be approved by SAMHSA. The
plan must address, at a minimum: substance abuse, underage drinking (including adults’
providing alcohol to minors) and binge drinking; prescription drugs; tobacco use; and it should
provide for coordinated services for children, youth, and young adults from birth through age 25
(including working with schools). While the focus will be on youth, additional age groups,
conditions, and services may be addressed if supported by the State or Territory needs
assessment. The plan will reflect the results of an assessment of need, a review of the resources
and capacity within the State or Territory, and in local communities, a plan for carrying out the
strategy, monitoring the strategy as it is implemented, and an evaluation to identify strengths and
weaknesses.

States and Territories will be allowed to retain up to 15 percent of the funds for State-level
activities to achieve positive outcomes, including the operation of a State or Territory prevention
advisory group, epidemiological work group, training and technical assistance to communities,
data collection and evaluation, development and dissemination of State or Territory-wide
messages and resources, and oversight and monitoring of funded communities. States and
Territories will be able to use funds for coordinated workforce development, training in
evidence-based practices, and the development of coordinated infrastructure and service delivery
systems in high need communities. Up to five percent of the grant funds may be used for
administrative costs.

States and Territories will be required to allocate at least 80 percent of the funds to local high-
risk, high-need communities to organize coalitions or other approaches to carry out activities in
keeping with the plan while addressing the particular needs of the community. Each community
selected for funding will be responsible for aligning its programming with the plan. In carrying
out these activities, the State or Territory, and communities receiving these funds will be
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required to establish a comprehensive community plan that utilizes evidence-based and/or
proven successful programs, policies or practices.

Other Reguirements:

The SA-SPG will also contain restrictions and limitations similar to those that currently are in
the other SAMHSA discretionary programs, including prohibiting the use of funds for cash
payments to participants (except for certain designated incentive payments), construction or
major renovation of buildings, as a match for any other Federal program, or for services in jails
and prisons. Using CSAP Discretionary authority, this new SA-SPG can be more directive and
increase accountability of Federal funds, and it will require States and Territories to monitor and
report on specific program outcomes, while continuing to allow States and Territories to use
additional SABG funds for prevention services should they so choose and plan to do so.

States and Territories that would have received a continuation SPF-SIG or Partnerships for
Success grant would be strongly encouraged to use SA-SPG funds to continue the services and
activities provided under those grants to reach their natural conclusion in accordance with their
sustainability plans.

The final allocation for this program will reflect a formula that considers the population and
prevention needs analysis; and that will ensure each State receives no less than the amount
received under the previous SABG 20 percent prevention set-aside in FY 2010, assuming the
amount proposed is appropriated by Congress.

Funding History

FY Amount
2007 $0
2008 $0
2009 $0
2010 $0
2011 $0
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Budget Request

The FY 2012 President’s Budget request is $395 million, an increase of $395 million from the
FY 2010 Level. That amount includes funding from combining the 20 percent prevention set-
aside ($343 million) requirement of the SABG, along with $51 million in funding from the

previous Strategic Prevention Framework program.

Outcomes and Outputs

Substance Abuse - State Prevention Grants

Table 1: Key Performance I ndicatorsfor Substance Abuse - State Prevention Grants

FY 2011 FY 2013 FY 2013
Performance Perfor mance Perfor mance
M easure M ost Recent Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 Perfor mance
PB Request Target
2.3.85: Number of persons served N/A N/A TBD N/A
(Output)
2.3.90: Percentage of youth age 12- FY 2009:
20 who report drinking in the past 27.2%
month (HHS Strategic Plan measure) | (Historical N/A TBD N/A
(Outcome) Actual)
2.3.97: Percentage of youth age 12-
25 who report misuse of prescription | N/A N/A TBD N/A
drugs

The performance measures above are preliminary and are still being refined.
SPG are finalized, the performance measures and targets will be re-evaluated and modified. It is

expected that measures of emotional health will also be added.

Grant Award Table

As plans for the

(whole dollars) FY 2010 FY 2011 FY 2012

Number of Awards 0 0 59
Average Award $0 $0 $2,156,924
Range of Awards $0 $0|  $23,355 - $50,331,821
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Behavioral Health - Tribal Prevention Grants
(Dollarsin Thousands)

FY 2010 FY 2011 FY 2012
Actual Continuing | President's
Resolution Budget

Behavioral Health - Tribal Prevention Grants..........cccocveunee $--- $--- $50,000
ACA Prevention Fund (non-add) ..........ccceeevvvvinieeeennneneens (50,000)
Authorizing Legislation ..........cccccevveveiienieeie e, Section 516 and 520A of the PHS Act
FY 2012 AULNOTIZALION ... N/A
AOCAtION MELNOM ......c.eeieicice e Discretionary Grants
Purpose

SAMHSA proposes to introduce a new Behavioral Health — Tribal Prevention Grant (BH-TPG)
starting in FY 2012, focusing exclusively on promoting overall behavioral health by preventing
alcohol and substance abuse and by preventing suicides in the 565 Federally-recognized Tribes.
Promotion of strong emotional health is an important contributor to the prevention of substance
abuse and some mental illnesses as well as in reducing their negative impact on Tribal
communities. The BH-TPG represents a significant advance in the Nation’s approach to
substance abuse and suicide prevention in several ways. First, it recognizes that emotional health
is part of overall health and thus supports the Tribes in addressing overall health, including
preventing and reducing substance abuse, suicides and mental illness, in a coordinated manner.
Second, it establishes a single coordinated mental health and substance abuse program for all
Federally-recognized Tribes. Third, SAMHSA will consult and work closely with Tribes and
Tribal leaders to develop a comprehensive, data-driven planning process to identify and address
the most serious issues in each Tribal community. Recognizing the Federal obligation to help
Tribes deal with physical and behavioral health issues, SAMHSA will work in consultation with
Tribes to determine the best approaches.

Bringing Substance Abuse and Suicide Prevention to Scalefor all Tribes

The proposal recognizes that Tribes currently receive different levels of mental health and
substance abuse prevention services. Through the BH-TPG, all Tribes would be eligible for a
base funding amount, with the remaining funds distributed to best serve the Tribal populations.
SAMHSA will hold consultation(s) consistent with SAMHSA’s Tribal Consultation Policy to
determine how these funds would be best distributed to address as many of the needs of the
Tribes as possible. The BH-TPG provides enhanced substance abuse (including alcohol) and
suicide prevention funding to the Tribes to assure that their pressing needs are being met. This
effort follows the lead of the President and Congress who have emphasized the importance of
emotional health, prevention, and health promotion.
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Structur e and Required Activities

The program will provide funds to Tribes who choose to apply. This will enable Tribes to
develop a comprehensive plan to address the most pressing need based on treatment data as well
as in consultation with SAMHSA. The plan would address the prevention of substance abuse
and suicide, and will provide for coordinated services. This planning activity is one of the basic
components of the Tribal Law and Order Act (TLOA) and the Indian Alcohol and Substance
Abuse Act, which SAMHSA is charged to coordinate in statute. Tribes will continue to be
eligible for these funds beyond the three-year time frame so long as they meet the requirements
of renewal applications, provide the necessary annual reports, and show continued movement
toward implementing their approved plans.

The plan will reflect the results of an assessment of need, a review of the resources and capacity
within the Tribal communities, a plan for carrying out the strategy, a monitoring of the strategy
as implemented, and an evaluation of the strategy to identify strengths and weaknesses.
SAMHSA will review and approve the plans.

Tribes will be allowed to use a set percentage (determined after consultation with Tribes) of the
funds for a combination of service and service-related activities, development and dissemination
of prevention messages, and provider development and linkage building to support the Tribes in
achieving outcomes. Funding for infrastructure activities will enable the Tribe to build service
capacity. The Tribe will present data to support how the allocation will support infrastructure
and/or provision of services. In carrying out these activities, the Tribe will be required to use
comprehensive, evidence-based programming, and/or proven successful programming, based on
either mainstream science or proven Tribal traditions. Up to 20 percent of the grant funds may
be used to fund key support and development activities, such as operation of a Tribal prevention
advisory group, support for a Tribal community coalition, access to an epidemiological work
group, training and technical assistance to communities, data collection and evaluation, and
oversight and monitoring of activities.

Approximately 75 percent of Federally-recognized tribes have a total enrollment of 2,000 or
fewer persons and a greater percentage of these tribes have limited internal capacity or
infrastructure in place to implement and support needed behavioral health services. Smaller
Tribes will have the opportunity to work in collaboration with other small Tribes to maximize
the impact of the resources. SAMHSA will consult with the smaller Tribes to ensure that their
needs are being met while reducing service overlap.

To ensure that providers in both the mental health and substance abuse fields are trained in both
substance abuse and mental illness prevention and emotional health concepts and practices,
Tribes will be able to use funds for coordinated workforce development, training in evidence-
based practices, and the development of coordinated infrastructure and service delivery systems.
Budget Request

The FY 2012 President’s Budget Request is $50 million through the Prevention and Public
Health Fund of the ACA. Approximately half of the funding would be allocated as a “base

64



level” to Federally-recognized Tribes that make an application to receive these funds.

anticipated that the base amount each Tribe would be eligible for is approximately $50,000,
depending on the number of Tribes that apply. Larger Tribes may be eligible for additional
funding based on some combination of population and need. The remaining funds will be
distributed to best serve the population. The details of the funds distribution will be determined

in consultation with Tribes.

Outcomes and Outputs

Behavioral Health - Tribal Prevention Grants

Table 2: Key Performance I ndicatorsfor Behavioral Health - Tribal Prevention Grants

FY 2011 FY 2013 FY 2013
Performance Performance Performance
M easure Most Recent Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 with FY 2012 Performance
PB Request Target

2.3.92: Number of persons served N/A N/A TBD N/A

(Output)

2.3.93: Percentage of youth age 12-

20 who report drinking in the past N/A N/A TBD N/A

month (Outcome)

2.3.98: Percentage of persons _aged_lz N/A N/A TBD N/A

and older who report suicidal ideation

The Behavioral Health - Tribal Prevention Grants will hold tribes accountable for achieving
measurable outcomes for their citizens. Program performance measures are still being developed

and will be provided at a later date.

Grant Award Table

(whole dollars) FY 2010 Fy 2011 FY 2012
Number of Awards 0 0 565
Minimum Award $0 $0 $50,000

65

It is




Pageintentionally left blank

66



Mental Health - State Prevention Grants

(Dollarsin Thousands)

FY 2010 FY 2011 FY 2012
Actual Continuing | President's
Resolution Budget
Mental Health - State Prevention Grants.........c.cccoceeevireeeinenee. $24,993 $25,000 $90,000
Project LAUNCH (NON-add).............ovveeeeeeeeeeeeeereseeeeeeesssen (24,993) (25,000) (25,000)
AUthorizing LegiSIation ...........cccvvivevieie i Section 520A of the PHS Act
FY 2012 AULNOTIZALION ...ecvieiiciecc ettt et et e e e aeeraenreeneanes N/A
AOCAtION MELNOM ......c.eeieicice e Discretionary Grants
Purpose

In FY 2008, Congress provided funding to implement the Linking Actions for Unmet Needs in
Children’s Health (Project LAUNCH) Wellness Initiative. Project LAUNCH promotes and
enhances the wellness of young children by increasing grantees’ capacity to develop
infrastructure and implement prevention/promotion strategies necessary to promote wellness for
young children. LAUNCH has been focused on children aged zero through eight. The FY 2012
Budget proposes expanding this program construct into State Prevention Grants which will
promote the wellness of children, youth and young adults up to age 25 building on the findings
and recommendations of the 2009 IOM report on Preventing Mental, Emotional, and Behavioral
Disorders Among Youth People. The overall purpose of this new discretionary grant program is
to provide support to States and Territories in their efforts to implement State-wide
comprehensive prevention strategies to address the prevention of mental illnesses and reduce the
impact of mental illness on America’s communities.

The MH-SPG program will provide funding for all States and U.S. Territories in order to:

e Use evidence-based practices to promote known protective factors for mental health in
children and youth and to reduce risk factors for mental illness and substance abuse;

« Prevent or delay the onset of mental illnesses and prevent suicide; and,

o Build mental health promotion and mental illness prevention capacity and infrastructure
at the State, local, and community levels.

Background

The 2009 Institute of Medicine Report on Preventing Mental, Emotional, and Behavioral
Disorders Among Young People provides evidence that a set of risk and protective factors affects
the development of mental and substance use disorders in youth. For example, children with
strong coping skills who live in safe, stable families and communities tend to develop certain
mental illnesses less often than those who have not had these advantages. Although many
mental illnesses have a biological basis, improvements in these personal, family, and community
factors can help prevent, delay, and/or reduce the severity of these illnesses. Evidence also
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demonstrates that community risk and protective factors, such as poverty, violence, gangs, etc.
can have a negative impact on the healthy development of young people in neighborhoods.
Community norms, values, and beliefs are powerful factors in fostering positive community and
youth development. Collectively, improvements in these areas can reduce the impact of mental
illness on America’s communities.

The MH-SPG will require States and Territories to address mental health promotion and mental
illness prevention at three levels of prevention practice: Universal, which addresses populations
at large; selective, which targets individuals or subgroups of the population whose risk of
developing mental, emotional, or behavioral disorders is significantly higher than average (such
as children with a family history of abuse or schools in high poverty areas); and indicated, which
addresses individuals with early symptoms or behaviors that are precursors for a disorder, but are
not yet diagnosable. SAMHSA will require States and Territories to consider and utilize
environmental and policy approaches as well as individual approaches in developing the
application for these funds. This coordinated approach supports SAMHSA’s Prevention of
Substance Abuse and Mental Illness Strategic Initiative, which aims to create prevention
prepared communities where individuals, families, schools, workplaces, communities, and States
and Territories take action to promote emotional health and to prevent mental illness, substance
abuse (including tobacco), and suicide.

Moving M ental Health Promotion and Mental |lIness Prevention to a National Scale

The new Mental Health — State Prevention Grant program brings the success realized in
SAMHSA’s discretionary grant programs to a broader scale. States and Territories will be
required to use data to identify communities at highest risk and select proven mental health
promotion and mental illness prevention programs and practices based on community needs. A
statewide approach to comprehensive prevention planning will help bring these proven practices
to an operational and implementation scale.

By providing a stable and predictable source of funding through the MH-SPG, SAMHSA will
support the development of a mental health promotion/mental illness prevention infrastructure in
every State and Territory. This new grant program will require States and Territories to work
across child-serving and other human service systems (e.g., State and local education authorities,
schools, maternal and child health, public health, primary care, juvenile justice, child welfare,
substance abuse, and faith communities) to engage and leverage existing Federal, State, and local
resources already dedicated to or aligned with the prevention of mental, emotional, and
behavioral disorders.

The MH-SPG program is based on recommendations within the 2009 Institute of Medicine’s
Report, “ Preventing Mental, Emotional, and Behavioral Disorders Among Young People,”
which outlined recommendations for building partnerships across Federal, State, and local
agencies, and research institutions to address risk factors that can lead to mental illness. As
recommended by the IOM Report, the MH-SPG program will promote protective factors and
implement evidence-based programs that prevent or delay the onset of mental disorders and
prevent suicide by supporting resilience and healthy development among children, youth, and
young adults. In so doing, States and Territories will help improve the Nation’s behavioral health
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and reduce individual, community and governmental costs associated with substance abuse and
mental illness.

The MH-SPG program will require State agencies to use data to identify evidence-based mental
health promotion and mental illness prevention activities, programs, practices, and policies for
implementation in high-need/high-risk communities. States and Territories will be expected to
respond to a set of prevention principles that will guide the MH-SPG, including being culturally
competent, community-led, data-driven, evidence-based, and outcomes-oriented. This will be an
infrastructure and service delivery grant program that will provide a comprehensive prevention
process and will supportan array of activities to help grantees build a solid foundation for
delivering and sustaining effective mental illness prevention services and reducing problems
associated with mental illness.

Following a comprehensive needs assessment process, grantees will develop Statewide plans for
enhancing the prevention infrastructure, training, and service systems at the State and local
levels. Ultimately, States and Territories will assist and support high-risk/high-need
communities to promote mental health, reduce mental and substance use disorders, and prevent
suicide among children, youth, and young adults.

The MH-SPG program will provide targeted prevention funding to the States and Territories to
ensure that every State makes the promotion of mental health and the prevention of mental
illness a priority. This effort follows the lead of the President and Congress who, in passing
health care legislation, emphasized the importance of prevention as an essential element of
overall health.

Structure and Required Activities

The MH-SPG program will be a discretionary formula grant program. States and Territories will
continue to be eligible for these funds beyond initial grant award so long as they meet the
requirements of each renewal application, provide the necessary annual reports, and show
continued movement toward implementing their approved plans.

Each State/Territory will be required to develop a strategic plan based on national,
State/Territory, and local epidemiological data sources and should describe a system with
appropriate monitoring, funding and workforce resources. The plan must address, at a minimum,
coordinated mental health promotion, mental illness prevention, and suicide prevention services
for children, youth, and young adults from birth through age 25. States and Territories will be
expected to work across child and youth serving systems (including working with schools) and
may include school readiness, violence/trauma prevention, suicide prevention, depression,
conduct/oppositional defiant disorder, ADHD, eating disorders, high risk behavior, and anxiety
disorders as priority areas. States and Territories will be expected to indicate the evidence-base,
utilizing the IOM report or other relevant scientific evidence, of the programs, services and
activities they plan to fund. Data tracking the outcome of these expenditures, specifically
decreasing disorders, risk factors, and suicide attempts and completions, and increasing
protective factors and/or emotional health in the communities funded.
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States and Territories will be required to allocate most of the funds to local communities to
organize and carry out the promotion and prevention activities identified in the State plan while
addressing the particular needs of communities. The final allocation strategy, including
limitations for administrative expenditures, for this new grant program is currently under
development and will allow all States and Territories to be eligible to receive a Mental Health —
State Prevention Grant.

Using the CMHS PRNS authority, this new MH-SPG can be more directive and increase
accountability of Federal funds and it will require States and Territories to monitor and report on
specific program outcomes.

Budget Request

The FY 2012 President’s Budget request is $90 million, including $25 million to continue grants
funded under the current Project LAUNCH and $65 million available for new Mental Health-
State Prevention Grants (MH-SPG). As grants reach their natural end, funding will be recycled
from LAUNCH into the new MH-SPGs to expand and enlarge the LAUNCH construct
Nationwide.

Outcomes and Outputs

Table 3: Key Performance Indicators for Mental Health - State Prevention Grant

FY 2011 FY 2013 FY 2013
Performance Performance Performance
VAT Most Recent Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 with FY 2012 Performance
PB Request Target
2.3.94: Number of persons served N/A N/A TBD N/A
(Output)
2.3.95: Number of persons trained in
mental illness prevention or mental N/A N/A TBD N/A
health promotion (Outcome)
2.3.99: Percentage of youth age 12-25
who experienced a Major Depressive | N/A N/A TBD N/A
Episode in the past 12 months
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SAMHSA/Innovation and Emerging | ssues

Summary of Programs

(Dallarsin Thousands)

FY 2011 FY 2012
FY 2010 [ Continuing | President's

Innovation and Emerging | ssues Actual Resolution Budget
Agency-Wide Initiatives $14,000
CMHS 327,842 327,689 270,893
CSAP 75,438 75,527 69,376
CSAT 406,434 405,995 390,919
PHS Evaluation Funds 2,000 2,000 2,000
Subtotal, Innovation and Emerging Issues| ~ $811,714 $811,211 $747,188

ACA Prevention Fund

Primary and Behavioral Health Care Integration 20,000 35,000 20,000
Garrett Lee Smith Youth Suicide Prevention 10,000
Prevention Prepared Communities 22,600
Screening, Brief Intervention, & Referral to Treatment 25,000
Health Surveillance 18,000
Subtotal, ACA Prevention Fund 20,000 88,000 42,600
Total PL, Innovation and Emerging Issues|  $831,714 $899,211 $789,788

The Innovation and Emerging Issues (IEI) programs include $839.8 million, including $92.6
million from the ACA Prevention Fund to support all grant continuations as well as targeted
investments in new initiatives. The FY 2012 Budget embraces a new vision for SAMHSA which
employs the discretionary grants as testing grounds for innovative approaches that, once proven,
will be brought to scale nationwide by leveraging the Block Grants and State-level prevention

grants. The programmatic activities include:

e $56.6 million for Agency-Wide Initiatives, including Prevention Prepared Communities,
Primary and Behavioral Health Integration, Military Families, and Health Information

Technology.

e $270.9 million for Mental Health activities, including Primary and Behavioral Health
Care Integration, Suicide Prevention, Youth Violence Prevention, Minority AIDS,

Minority Fellowships, and Homelessness Prevention.
Initiative,

Homelessness Prevention and Housing
collaboration with CSAT.
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e $69.4 million for Substance Abuse Prevention activities, including Minority AIDS, STOP
UAD Act, Fetal Alcohol Spectrum Disorder Center of Excellence, Minority Fellowships,
and Science and Service Program Coordination.

e $392.9 million for Substance Abuse Treatment activities, including SBIRT, Targeted
Capacity Expansion, Pregnant & Postpartum Women, Access to Recovery, Minority
AIDS, Homeless Programs, Criminal Justice Activities, and Minority Fellowships. This
includes a HHS/HUD Homelessness Prevention and Housing Initiative, which is a cross-
SAMHSA collaboration with CMHS. The funding also includes $2.0 million in PHS
Evaluation Funds for evaluation of SBIRT.

The IEI program includes grants formerly organized in the Programs of Regional and National
Significance for the Center for Mental Health Services, the Center for Substance Abuse
Prevention, and the Center for Substance Abuse Treatment. The program lines and their
associated funding have been realigned into the IEI budget line, and comparable adjustments for
FY 2010 and FY 2011 have been made.

In July 2010, the Obama Administration released the first comprehensive National HIV/AIDS
Strategy for the United States (NHAS). The NHAS was the result of unprecedented public input,
including 14 HIV/AIDS community discussions held across the country, as well as an online
suggestions process, various expert meetings and other inputs. Senior officials at SAMHSA
were involved in a Federal interagency working group that reviewed recommendations from the
public and worked with the Office of National AIDS Policy to develop the NHAS. The Strategy
focuses on three overarching goals: reducing the number of new HIV infections, increasing
access to care for people living with HIV, and reducing HIV-related health disparities.

SAMHSA is committed to supporting the NHAS through the promotion of evidence-based
prevention interventions and behavioral health services and treatment for people at risk for or
living with HIV/AIDS who have co-occurring mental and/or substance use disorders. A mental
and/or substance use disorder can facilitate HIV transmission and also may negatively impact
housing stability, adherence to drug protocols, and acceptance of behavioral health treatment and
services for people living with HIV/AIDS. Thus, behavioral health services are intrgral to a
comprehensive approach to HIVV/AIDS prevention, care and treatment.

SAMHSA specifically is working with its Federal partners to 1) improve the coordination of
behavioral health resources and services for racial and ethnic minorities at risk for or living with
HIV/AIDS living in the 12 cities most impacted by HIV/AIDS; 2) develop a behavioral health
and HIV/AIDS webpage and related materials that will be located on AIDS.Gov and
disseminated through the use of social marketing; 3) assess HIV testing capacity and frequency
in SAMHSA funded drug-treatment centers; 4) address the needs of people living with
HIV/AIDS who are homeless; 5) address the prejudice and discrimination related to HIV/AIDS;
and 6) develop self-directed and wellness-centered approaches to behavioral health care for
people living with HIV/AIDS.
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Agency-Wide I nitiatives
(Dallarsin Thousands)

FY 2011 FY 2012
FY 2010 | Continuing | President's

Agency-Wide I nitiatives Actual Resolution Budget
Military Families Initiative $10,000
Health IT Demonstration Project 4,000
Subtotal, Agency-Wide I nitiatives $14,000

ACA Prevention Fund

Primary and Behavioral Health Care Integration 20,000 35,000 20,000
Prevention Prepared Communities 22,600
Subtotal, ACA Prevention Fund within 1EI 1/ 20,000 35,000 42,600
Total PL, IEI - Agency-Wide I nitiatives $20,000 $35,000 $56,600

1/ Narrative for the Behavioral Health Tribal Prevention Grant can be found in the State, Tribal and
Community Prevention Grants Chapter

Authorizing Legislation................ Sections 509, 516, and 520A of the Public Health Service Act

FY 2012 AULNOTIZATION ...ttt bbb eneenreas Expired
Allocation Method .........ccccooovviiiiiieninnn Competitive Grants/Cooperative Agreements/Contracts
Program Description and Accomplishments

SAMHSA considers States and Tribes key partners in transforming healthcare in America and
believes that it is imperative to maintain and grow their funding and capacity during this time of
transition. As States, Tribes and communities are most familiar with the behavioral health
service needs of their populations, it is important to maintain the critical balance between
supporting service capacity and identifying emerging best practices. Accordingly, SAMHSA
proposes funding for an SAMHSA-wide budget line for Innovation and Emerging Issues. In
coordination with SAMHSA’s Block Grants and Prevention Grants, where evidence-based
practices will be brought to scale, the Innovation and Emerging Issues program would support
States, Tribes and communities in testing new approaches, seeking out best-practices, and
developing improved services. Additionally, current programs that show promise are continued
so that the lessons learned can be fully incorporated into a State’s action plan.
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Funding History

FY Amount
2007 $0
2008 $0
2009 $0
2010 $0
2011 $0

Budget Request

The FY 2012 President’s Budget request is $36.6 million. This funding level reflects new
funding for new initiatives that show promise, funding for Military Families, Health Information
Technology, and the Prevention Prepared Communities (funded out of the ACA Prevention
Fund).

Military Families I nitiative

The FY 2012 President’s Budget request includes $10 million for the Military Families Initiative.
There is an increasing need to counter the impact of deployment and trauma-related stress on
military families, particularly children. As the Federal agency in charge of behavioral health for
all Americans, SAMHSA’s role will shift from supporting to leading through partnerships and
providing services and supports as needed. This initiative will address the behavioral health
needs of military service personnel and their families served through the public health service
system. Utilizing a two-phased funding approach, it would support infrastructure development,
including coordination and capacity building as well as direct service supports for prevention,
treatment and recovery support services for those communities most impacted by the needs of
service members, veterans, and their families. The request includes $3.5 million for Policy
Academies and $6.5 million to support direct service grants.

The first phase addresses the requisite infrastructure and capacity building at the state level for
forming collaborative relationships among agencies responsible for providing behavioral health
services and those entities such as the Department of Defense, Department of Veterans Affairs,
National Guard Bureau, and National Guard and Reserve Units who are responsible for service
members, veterans and their families. The participation of these key Federal, State and local
partners is critical for successful matching/mapping of service resources and population need.
Support for infrastructure and capacity building would be accomplished through funding of an
expanded series of Policy Academies which would be offered to all States and Territories. These
Policy Academies would provide a forum for all States and Territories to consider how existing
policies, program resources, and service infrastructure influence the ability of services to respond
to the target groups, and whether there are efficiencies or modifications to systems or operations
that might improve those responses. The overall goal of the Policy Academy is to facilitate the
establishment of a State-wide readiness plan to comprehensively addressing the behavioral
health needs of military service members, Veterans and their families and strengthens behavioral
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health care systems and services for returning service members, Veterans, and their families
through ongoing collaboration at the State and local levels.

The impact and sustainability of the work of the Policy Academies would be strengthened
through funding that would be made available to the participating States and Territories of each
Academy to (1) provide support for the implementation of components of the strategic plan for
infrastructure and coordination for two years following their participation in the Academy; (2)
develop and implement a GIS mapping system/strategy for the State/Territory to coordinate
existing resources and areas of need; (3) promote information exchange between behavioral
health and military and veteran agencies; and (4) promote training of providers to offer informed
and quality care to this population. Proposed funding for infrastructure and capacity building
through Policy Academies is $3.5 million. This will provide support for up to 30 States.

The second phase of funding proposes to provide direct support for behavioral health prevention,
treatment and recovery support services for communities most impacted by behavioral health
needs of service members, veterans, and their families. Grants will be provided to States and/or
communities demonstrating high rates of military populations (including Active Duty, National
Guard, Reserve and Veteran) in local/regional populations. SAMHSA will work collaboratively
with our HHS partners at HRSA, ACF and IHS as well as other Federal partners including the
Departments of Veterans Affairs, Defense, and the National Guard Bureau on this initiative.

These service grants would provide funding for a menu of evidence-based behavioral health
prevention, treatment and recovery support services, as well as strategies designed to link the
target population to needed services, and would provide direct assistance to those individuals and
communities most in need of resources for this population. Grants would be made to based on
the quality of their application that outlines both need and proposed service strategies, including
strategies that reduce barriers to care and promote accessibility, and on evidence of existing or
planned mechanisms to ensure awareness of and connection to existing DoD and VA resources
as needed. An environmental scan of existing promising prevention strategies and treatment
programs would be conducted to provide a menu of services that states/communities can draw
upon in developing their applications The grants would include an evaluation protocol to
determine not only the effectiveness of the grants but also to determine those most effective
strategies and services to support future service planning. Proposed funding for direct service
grants to support the behavioral health service needs of military members and their families is
$6.5 million and will support up to 10 States.

Health | nfor mation Technology Demonstr ations

The FY 2012 President’s Budget request includes $4 million for health information technology
(HIT) that will focus on creating pilot implementation projects related to behavioral health (BH)
data standards developed in 2011. SAMHSA will work with States and discretionary grantees
who will participate in the pilots. Projects will focus on the following three areas in 2012:

1) Interoperable privacy, confidentiality, and patient consent in electronic health records (EHR)
and health information exchanges (HIE). Specific activities include the following:

77



e Identify and refine policies and requirements that identify terms of choice for patient
privacy consent directives.

e Translate policy statements into machine and human readable, near natural language
(NNL) access and use control specifications.

e Translate NNL specifications into “tags” that code access, use, and disclosure
requirements within clinical data elements, clinical record segments, or entire records.

2) Work on BH data interoperability using national standard constructs will include the
following:
e Develop specific data standards using vocabulary adopted by Office of the National
Coordinator for Health Information Technology (ONC).
e Develop and collect data on BH quality and performance measures;
e Partner with other Federal agencies in the adoption of national vocabulary standards in
EHR systems, personal health record (PHR) systems, and HIEs.
e Test open-source Web services that can be re-used by specialty behavioral health
prevention and treatment providers nationwide.

3) Develop an implementation guide for each behavioral health quality measure which:

e Includes a model of suggested clinical workflow where each quality measure can be
documented during normal service delivery with meaningful use standard clinical data.

e Includes specifications needed to automatically report each quality measure and
supporting data to public authorities.

e Describes how to objectively document behavioral health needs, services delivered, and
service outcomes across entire State safety nets.

e Describes how standard clinical data may be mapped to screening or assessment
instrument questions.

Prevention Prepared Communities

The Prevention Prepared Communities program is a cornerstone of the National Drug Control
Strategy and is designed to lay the foundation for a national, evidence-based, community-
oriented system to prevent the onset and progression of substance use and associated mental,
emotional, and problems (e.g., school dropout, delinquency, and violence), among children and
youth ages 9 to 25 years. A collaborative effort of the Department of Health and Human
Services, the Department of Education, and the Department of Justice, in partnership with the
Office of National Drug Control Strategy, the PPC program will provide local communities and
States with resources to implement a comprehensive array of drug prevention programs and
policies based on identified needs. Specifically, the PPC program will fund communities at a
level that enhances their current capacity for strategic planning and operation within States that
have established cross-agency collaborations, data collection, and technical assistance
infrastructure. The FY 2012 President’s Budget request includes $22.6 million from the ACA
Prevention Fund for PPCs.

The Prevention Prepared Communities program will assist States and communities in developing
and implementing effective mental illness and substance abuse prevention practices, strategies,
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and policies that will promote the wellness of individuals age 9-25 and the communities in which
they live. The program builds on scientific evidence that a common set of risk and protective
factors contributes to a range of mental, physical, and behavioral problems, including substance
abuse and other unhealthy behaviors. The initiation and use of substances share early common
developmental pathways with other mental, emotional, and behavioral problems. As youth
develop, however, risk factors specific to substance use emerge and must be considered when
designing drug prevention programs. Thus, targeting risk factors and promoting protective
factors can prevent substance abuse and some mental illnesses as well as other negative
outcomes. The goal of Prevention Prepared Communities is to improve community and
individual level wellness, and health promotion outcomes in a comprehensive, collaborative way.
Performance measures will be collected at both the community and individual level. Measures
will include population-based indicators of community wellness and at an individual level will
include measures of positive mental health, abstinence from substance abuse, better juvenile
justice outcomes and improved academic achievement.

Under this program, grantee communities will use data-based approaches to identify their
predominant substance abuse and mental health issue(s), and will select and implement
evidence-based strategies to target the identified risk and protective factors contributing to these
issues. Evidence-based strategies may include individual- and family-focused prevention
programs and practices, environmental strategies, community-wide public education campaigns,
school-based curricula, and parenting, social, and life skills training Grantees will collaborate
with appropriate service providers for ages 9-25 to ensure the utilization of best practices for
universal, selective, and indicated populations.

Outcomes and Outputs
Military Families

Table 1: Key Performance Indicatorsfor Military Families I nitiative

FY 2011 FY 2013 FY 2013
Performance | Performance | Performance

M easur e Most Recent Targgt Targgt Target +/- FY

Result Associated Associated 2011

with FY 2010 | with FY 2012 | Performance
PB Request Target

3.4.26: The number of behavioral

health outcomes for military

ersonnel and their families served

'E)hrough SAMHSA supported N/A N/A TBD N/A

programs (HHS Strategic plan

Measure) (Outcome)

3.4.27: Percentage of adults

receiving services who report N/A N/A TBD N/A

improved functioning (Outcome)
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FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M re Most Recent | Target Target Target +/- FY
=asu Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
3.4.28: Percentage of children
receiving services who report N/A N/A TBD N/A
improved functioning (Outcome)
3.4.29: Percentage of adults
receiving services who k_\ad a N/A N/A TBD N/A
permanent place to live in the
community (Outcome)
Prevention Prepared Communities
Table 2: Key Performance I ndicatorsfor Prevention Prepared Communities
FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M re Most Recent | Target Target Target +/- FY
casu Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
3.3.04: Percent funded communities
with reduced school dropout rates N/A N/A TBD N/A
(Outcome)
3.3.05: Percent funded communities
with reduced rates of domestic N/A N/A TBD N/A
violence (Outcome)
3.3.06: Number of youth in funded
communities who report that they
talk with one or more N/A N/A TBD N/A
parent/guardian at least 15 minutes
every day (Output)
Size of Awards
(Whole Dollars) FY 2010 FY 2011 FY 2012
Number of Awards 0 0 65
Average Award $0 $0 $246,154
Range of Awards N/A N/A|$193,000-$1,500,000
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SAMHSA/Center for Mental Health Services
Innovation & Emerging I ssues

Summary of Programs

The Mental Health Innovation & Emerging Issues (IEI) support States and communities in
carrying out an array of activities to improve the quality and availability of services in priority
areas. The FY 2012 President’s Budget request for SAMHSA Mental Health IEI includes
$270.9 million which covers 22 programmatic activities that include:

e $42.0 million for Mental Health Homelessness Prevention Programs (includes the joint
Homeless Initiative Program) and Homelessness Education Programs to reduce the
prevalence and impact of mental disorders in the homeless and improve the transition
from homelessness into stable and permanent housing, including the joint initiative with
the Center for Substance Abuse Treatment and the Department of Housing and Urban
Development;

e $14.0 million for Primary & Behavioral Health Care Integration to promote more
integrated services between primary care services and mental health services, by
providing funding resources to facilitate screening and referral for necessary primary care
prevention and treatment needs. This program also utilizes $20 million from the
Affordable Care Act Prevention Fund to further expand the program to implement health
care reform activities;

e $48.1 million for Suicide Prevention Programs to improve public and professional
awareness of suicide and promote prevention. The activities include Garrett Lee Smith
Suicide grants to States and Colleges, the AI/AN Suicide Prevention Initiative, the
Garrett Lee Smith Suicide Prevention Resource Center, as well as the Suicide Lifeline;

e $11.3 million for National Traumatic Stress Network to improve treatment and services
intervention for children and adolescents exposed to traumatic events, by funding a
network of grantees to disseminate the assessment and treatment strategies developed
through the Network and provide direct trauma-informed services to children and youth;

e $94.3 million for Youth Violence Prevention activities. The Youth Violence Prevention
activities include the Safe Schools/Healthy Students collaborative program with U.S.
Departments of Education and Justice, and the College Emergency Preparedness
initiative;

The Mental Health programs underwent a performance assessment in 2005. The assessment
cited clear purpose, strong financial management, and effective targeting as strong attributes.
The assessment also reported the program lacked a clear design linking all projects to
performance goals and did not collect performance data from all grantees or use performance
data to hold grantees accountable for improving outcomes. As a result of the performance
assessment, the program has implemented an automated web-based performance system, the
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Transformation Accountability System, for all of its services programs and is working to expand
use of the system to the remaining programs. SAMHSA is also working on the development and

implementation of common performance measures for its technical assistance, infrastructure
development, and prevention programs.
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SAMHSA/Center for Mental Health Services

Mechanism Table by APT
(Dollarsin Thousands)

FY 2011 FY 2012
Continuing President's | FY 2012 PB +/-
Innovation & Emerging | ssues FY 2010 Actual Resolution Budget 2010
No. Amount | No. Amount | No. Amount | No. Amount
Grants/Cooperative Agreements:
ContiNUALIONS.........cceveriiereririereiees e, 300 $126,895] 330 $123,969| 306  $105,905 24 -$18,064
New/Competing 166 49,016 116 53,651 73 30,770 -43 -22,881
Supplements 0 1,478 0 0 0 0 0 0
SUDLOtAL.......cocveveieere e 466 177,389 446 177,620| 379 136,675 -67 -40,945|
Contracts:
CoNtiNUALIONS.......ccvcvivereiiiereee s 43 136,713 43 140,733 35 128,277 -8 -12,456
New/Competing 7 13,741 10 9,336 5 5,941 -5 -3,395
Supplements 0 0 0 0 0 0 0 0
SUBLOtA. ..o 50 150,453 53 150,069 40 134,218 -13 -15,851
Total, IEI CMHS.......ccooveeeceeceeeee e, 516 327,842 499 327,689 419 270,893] -80 -56,796
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SAMHSA/Innovation and Emerging I ssues—Mental Health Services
(Dollarsin Thousands)

FY 2011 FY 2012
FY 2010 | Continuing | President's
Innovation & Emerging I ssues Actual Resolution Budget

Co-Occurring State Incentive Grant ............ccccceeevennns $2,168 $2,168 $2,168
Youth Violence Prevention..........ccooeveveeeeieceennn, 94,393 94,502 94,333
National Traumatic Stress Network..........ccvvvvvviiinns 40,798 40,800 11,300
Children and Family Programs...........ccccoceevvvveernsienenen, 9,100 9,194 6,486
Consumer and Family Network Grants .............c.ccce..e. 6,223 6,236 4,966
MH System Transformation and Health Reform ......... 29,179 29,106 10,623
Primary and Behavioral Health Care Integration 1/...... 13,987 14,000 14,000
Community Resilience and Recovery Initiative............ 4,979 5,000 5,000
Suicide LITEliNe .......ccccvvvvviriiiicececeee s 5,522 5,522 5,522
GLS - Youth Suicide Prevention - States..................... 29,617 29,738 29,738
GLS - Youth Suicide Prevention - Campus ................. 4,972 4,975 4,975
AI/AN Suicide Prevention Initiative ........cccoeveevevvreenn. 2,944 2,944 2,944
GLS - Suicide Prevention Resource Center.................. 4,957 4,957 4,957
Homelessness Prevention Programs.............ccccceeeeeneene, 32,265 32,250 39,696
Homelessness Education Programs...........ccccevevrvrvrvenee. 2,306 2,306 2,306
Older Adult Programs..........cccceeevvveienniecrnseeesns e, 4,810 4,814 0
MINOrity AIDS .....coiiiireeee 9,283 9,283 9,283
HIV/AIDS EdUCAtioN.........cc.ccovoveveeeiccceeee e 966 974 774
Criminal and Juvenile Justice Programs.............ccccc.... 6,684 6,684 6,684
Congressional Projects.........cccoveervveeiinisceieseeenens 5,975 5,975 0
Practice Improvement and Training............ccccevevevnnnen. 9,454 9,001 7,878
Consumer and Consumer Support TA Centers............. 1,927 1,927 1,927
Minority Fellowship Program.........cccocoeevrvvvieinrieennne, 4,279 4,279 4,279
Disaster RESPONSE..........cveveuereierereiiierisisisieieereereeens 1,054 1,054 1,054
TOTAL, IEI-CMHS $327,842 $327,689 $270,893

1/ In FY 2012, additional $20 million is allocated from the ACA Prevention Fund for PBHCI

Authorizing Legislation .... Sections 506, 516, 520, 581, and 582 of the Public Health Service Act
FY 2012 AULNOTIZAION ...ttt bbb nneas Expired

Allocation Method ............cccceviiiiiiiiennen, Competitive Grants/Contracts/Cooperative Agreements
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Co-Occurring State | ncentive Grant

Program Description and Accomplishments

The Co-Occurring State Incentive Grant program, jointly administered with CSAT, develops and
enhances the infrastructure and increases grantee capacity to provide comprehensive,
coordinated/integrated, and evidence-based treatment services to persons with co-occurring
mental health and substance abuse disorders. It is estimated that 5.4 million adults in the U.S.
are affected by co-occurring mental and substance abuse disorders (National Survey on Drug
Use and Health, 2007). SAMHSA will continue to promote State and local capacity to address
the prevention, treatment, and recovery support needs of people with and at risk for co-occurring
disorders including the promotion of resiliency and access to recovery support services for
people with co-occurring disorders.

Youth Violence Prevention

Program Description and Accomplishments

The Safe Schools/Healthy Students Initiative supports the implementation and enhancement of
integrated, comprehensive community-wide plans that create safe and drug-free schools and
promote healthy childhood development. In 2009, school districts participating in the Safe
Schools/Healthy Students Initiative reported a 15 percent decrease in violent incidents. Eighty-
four percent of staff at grantee schools said the Safe Schools/Healthy Students Initiative had
improved school safety, 77 percent said it had reduced violence on campus, and 75 percent said
it had reduced violence in the community.

Since 1999, the U.S. Departments of Education, Health and Human Services, and Justice have
collaborated on the Safe Schools/Healthy Students Initiative. The Safe Schools/Healthy Students
Initiative is a discretionary grant program that provides students, schools, and communities with
Federal funding to implement an enhanced, coordinated, comprehensive plan of activities,
programs, and services that focus on promoting healthy childhood development and preventing
violence and alcohol and other drug abuse. Eligible local educational agencies or a consortium
of local educational agencies, in partnership with their community's local public mental health
authority, local law enforcement agency, and local juvenile justice entity, are able to submit a
single application for Federal funds to support a variety of activities, curriculums, programs, and
services. This grant program supports 146 school districts across the country, spanning rural,
tribal, suburban and urban areas as well as diverse racial, ethnic and economic sectors. Each
local strategic plan addresses five required elements across the three sectors: 1) safe school
environments and violence prevention activities; 2) alcohol, tobacco, and other drug prevention
activities; 3) student behavioral, social, and emotional supports; 4) mental health services; and,
5) early childhood social and emotional learning programs. Grantees have developed
organizational, informational, and programmatic systems that bring together many diverse
sectors of the community, creating the capacity for comprehensive system reform so that all
agencies concerned with the welfare of children and families could collaborate on an ongoing
basis. The national cross-site evaluation has found a 15% decrease in the number of students
involved in violent incidents; a 12% decrease in the number of students reporting that they had
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experienced or witnessed violence from year one of the grant period to year three; and that most
staff at grantee schools reported that the Initiative had made their schools safer.

In FY 2010, 3,223,075 children were served by the Safe Schools/Healthy Students Initiative.
Since baseline was set in 2006, the number served has nearly tripled and the target has been
exceeded each year.

The Safe Schools/Healthy Students program is expected to serve 116 communities and over 2.3
million children in FY 2012. SAMHSA anticipates the percentage of children showing
improvement in substance abuse, violent incidents, and mental health referrals to remain constant
in FY 2012.

Following the tragic shooting events at Virginia Polytechnic Institute and State University
(Virginia Tech) in 2007, SAMHSA and the Department of Education instituted a joint initiative
called the College Emergency Preparedness program. These competitive grants provide funding
to institutions of higher education to develop and implement emergency management plans and
protocols for preventing campus violence that include mental health and other needs of
individuals as well as developing written plans for assessing and addressing the mental health
needs of students who may be at risk of causing campus violence.

National Child Traumatic Stress Network

Program Description and Accomplishments

In FY 2001, Congress authorized the National Child Traumatic Stress Initiative (NCTSI) to
improve treatment, services and interventions for children and adolescents exposed to traumatic
events. The NCTSI funds a national network of grantees that collaborate to develop and promote
effective community practices for children and adolescents exposed to a wide array of traumatic
events. Domestic public and private nonprofit entities are eligible to apply for grants. Centers
are located in or associated with a diverse group of organizations, such as universities,
community mental health centers, children’s hospitals, children’s advocacy centers, State
government agencies, schools, and refugee programs. NCTSI experts provide training and
technical support on intervention approaches to reduce the traumatic effects of disasters on
children/adolescents and their families in the immediate and longer term phases of disaster
response. Since its inception, the National Child Traumatic Stress Network (NCTSN) has
expanded its reach across the country, with current grantees in twenty-nine States. It has
provided training or education on child trauma to over 900,000 individuals; more than 95,000
people were trained in 2009 in nearly 3,000 annual training/education events. In FY 2009, 76
percent of children receiving services had improved outcomes (percentage showing clinically
significant improvement).

NCTSI continues to impact the care of thousands of children in systems such as child welfare,
schools, and juvenile justice through the training and consultation provided to these systems.
The program has implemented new output measures to track numbers trained as well as number
of screenings and assessments for better overall management.
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In FY 2012 SAMHSA proposes to build on the work of the first phase of the NCTSI and
implement an expansion of the initiative that will ensure that the core practices developed by the
current NCTSN are delivered to children and youth in need. The Phase | of the NCTSN will
fund grants to disseminate the assessment and treatment strategies developed through NCTSN
and provide direct trauma-informed services to children and youth. The program will provide
mental health professionals, including personnel in the disciplines of psychiatry, psychology,
social work, psychiatric nursing, and marriage and family therapy, with a didactic and
experiential program that will increase their capacity to recognize, diagnose, and treat children
and adolescents exposed to trauma and their families. The primary goal of this effort is to
increase the number of qualified behavioral health personnel trained to deal with the special
problems of traumatized children and adolescents, particularly in areas and settings with severe
shortages of behavioral health professionals or where children are most at risk for exposure to
trauma such as children of military families and homeless children and families. This will ensure
that the core evidence-based practices developed by the NCTSN are delivered to children and
adolescents in need.

Phase Il of this initiative would take advantage of the creativity and flexibility inherent in the
NCTSN to provide proactive assistance and appropriate interventions in addressing emerging
traumatic events such as the loss of a parent among children of military veterans. In addition, it
will allow the Network to respond to needs of children and youth impacted by the trauma of
unexpected national emergencies and disasters. It also provides SAMHSA with the opportunity
to align the NCTSN efforts to many of the SAMHSA Strategic Initiatives, such as Trauma and
Justice, Military Families, Data, Outcomes and Quality, and Prevention of Substance Abuse and
Mental IlIness.

SAMHSA expects to award up to 10 new NCTSN grants in FY 2012. A training and technical
assistance center would also be funded, which would support the national education and training
efforts for the grantees and the field. In-person training would be of short duration (no more than
five days) and would be supplemented with online distance education resources, including web-
based training and technical assistance materials and resources, web conferencing and a blog.
Grants would be awarded to public or private nonprofit institutions and organizations, and State
and local government agencies to select individuals for training in the evidence-based practices
that have been tested and proven effective within the NCTSN and to provide trainee stipends
and other allowances (i.e., travel expenses, materials fees, etc.) for individuals enrolled in the
training program.

Children and Family Programs

Program Description and Accomplishments

The Children and Family’s Healthy Transitions Program uses a system of care approach to
promote a seamless transition to independence and the successful adaptation of adult roles and
responsibilities for youth and young adults with serious mental health conditions and their
families. Young people with serious mental health conditions (often with co-occurring substance
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abuse) face a difficult transition to adulthood compared to their peers. Moreover, youth who age
out of child-serving systems may have difficulty obtaining developmentally appropriate,
culturally-competent and appealing services and supports as they move into adulthood. These at-
risk youth are better able to navigate the transition to adulthood by making available evidence-
based, age-appropriate services and supports and create supportive State-level policies.

The Circles of Care program provides tribal and urban Indian communities with tools and
resources to build systems of care to promote mental health for children, youth and their families
in American Indian and Alaska Native (AI/AN) communities by developing the capacity and
infrastructure necessary to plan and implement these systems. As a result, 13 of 23 grantees
secured Children’s Mental Health Initiative (CMHI) funding, either directly or indirectly to
implement the grantee’s model.

Consumer & Family Network Grant

Program Description and Accomplishments

The Consumer and Family Network grant program is an effort to promote consumer, family, and
youth participation in the development of policies, programs, and quality assurance activities
related to the mental health systems reform.

The Statewide Consumer Network program focuses on the needs of adult mental health
consumers aged 18 and older by strengthening the capabilities of State-wide consumer-run
organizations to be catalysts for transforming the mental health and related systems in their State;
thereby ensuring a focus on consumer recovery and resilience. It establishes sustainable
mechanisms for integrating the consumer voice in State mental health and allied systems to
expand service system capacity and support policy and program development. The program
promotes skill development with an emphasis on leadership and business management, as well as
coalition/ partnership building and economic empowerment as part of the recovery process for
consumers.

The Statewide Family Network provides education and training to increase family organization
capacity for policy and service development by: 1) strengthening organizational relationships; 2)
fostering leadership and business management skills among families of children and adolescents
with serious emotional disturbance; and 3) identifying and address the technical assistance needs
of children and adolescents with serious emotional disturbances and their families. The
Statewide Family Network focuses on families: parents, primary caregivers of children, youth
and young adults. Young adults are eligible up to age 18, up to age 21 if they have an
Individualized Education Plan, or up to age 26 if transitioning to the adult system.

Mental Health System Transformation and Health Reform

Program Description and Accomplishments

SAMHSA supports the President’s efforts to reform health care by engaging in activities that
support the transformation of the mental health system. These include the Mental Health
Transformation Grants and Prevention Practices in Schools grants.
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In FY 2010, SAMHSA awarded 20 Mental Health Transformation Grants (formerly Mental
Health State Incentive Grants) that will promote the adoption and implementation of permanent
transformative changes in how communities manage and deliver mental health services. In an
effort to reach a larger number of communities, the FY 2010 Mental Health Transformation
grant awards are smaller than the earlier grant awards and leverage existing infrastructures to
accelerate capacities to address critical system and capacity reform needs in their respective
communities. In order to complement the efforts of other SAMHSA programs, FY 2010 funding
for Mental health Transformation Grants focused on services for adults with or at-risk for serious
mental illnesses. Grantees are now expected to implement evidence-based or best practices that
will create or expand capacity to address prevention of mental illness, trauma-informed care,
screening, treatment and support services for military personnel, housing and employment
supports. Necessary changes to policies and organizational structures to support improved
mental health services will also be supported along with workforce training, implementation of
evidence-based practices, and improving access to quality mental health services.

In FY 2010, SAMHSA awarded 22 Prevention Practices in Schools grants. The purpose of this
program is to prevent aggressive and disruptive behavior among young children in the short term
and prevent antisocial behavior and the use of illicit drugs in the longer term. Grantees will
implement an evidence-based practice in schools, specifically the Good Behavior Game, a
behavioral classroom management strategy that involves helping children learn how to work
together. The approach of this practice facilitates a positive learning environment and has been
shown to decrease disruptive behavior in the classroom.

In FY 2012, SAMHSA will continue to provide technical assistance and support States and
communities in implementing flexible solutions to address the burdensome problems of
substance abuse, mental illnesses, and co-occurring disorders in the criminal justice system
through collaboration between the Center for Substance Abuse Treatment and the Center for
Mental Health Services. This approach helps local courts find the model that best meets their
needs and capacities. It also encourages partnership with the behavioral health system to allocate
treatment and recovery support services effectively and efficiently.

Primary & Behavioral Health Care lntegration (PBHCI)

Program Description and Accomplishments

Physical health problems among people with mental illnesses impact quality of life and
contributes to premature deaths, where these individuals die much earlier than the general
population. While several factors contribute to this disparity, empirical findings indicate that
early mortality among people with serious mental illnesses is clearly linked to the lack of access
to primary care services.

In FY 2009, SAMHSA initiated the Primary and Behavioral Health Care Integration (PBHCI)
Program and funded 13 PBHCI grants. PBHCI grantees began providing primary care services
to consumers with serious mental illness in February 2010, and are currently engaged in a variety
of activities which including developing electronic health record systems, developing data
collection systems, and perhaps most importantly, providing primary care and health/wellness
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services. In FY 2010, SAMHSA awarded 43 additional grants, mainly funded with Affordable
Care Act’s Prevention funds. These will be fully supported in FY 2012.

The PBHCI program will provide resources to facilitate screening and referral for necessary
primary care prevention and treatment needs; develop a registry/tracking system for all primary
care needs; provide care management, individualized person-centered planning and coordination
to increase consumer participation and follow up with all primary care screening, assessment and
treatment services; provide prevention and wellness support services (including nutrition
consultation, health education and literacy, tobacco cessation, peer support specialists, self-
help/management programs); and develop processes for referral and follow-up for needed
treatments that are not appropriately provided in a primary care setting. By building the
necessary partnerships, grantees will expand their offerings of primary healthcare services for
people with mental illnesses, resulting in improved health status. By making available
coordinated primary care services in community-based behavioral health settings, grantees will
improve the overall wellness and physical health status of people with serious mental illnesses

The PBHCI program supports the coordination and integration of primary care services into
publicly-funded community behavioral health settings. The expected outcome of improved
health status for people with serious mental illness will be achieved by encouraging grantees to
engage in necessary partnerships, expand infrastructure, and increase the availability of primary
health care and wellness services to individuals with mental illness. Partnerships between
primary care and behavioral health organizations are deemed crucial to this program. The
population of focus for this grant program is individuals with serious mental illness served in the
public mental health system.

SAMHSA expects that people with serious mental illnesses will show improvement in their
physical health status through participation in this program. This grant program supports
SAMHSA'’s Pledge for Wellness 10 by 10 Campaign to prevent and reduce early mortality
among people with mental illness by 10 years over the next 10 years. It is expected that better
coordination and integration of primary and behavioral health care will lead to outcomes
including improved access to primary care services; improved prevention, early identification
and intervention to avoid serious health issues including chronic diseases; enhanced capacity to
holistically serve those with mental and/or substance use disorders; and better overall health
status of consumers.

SAMHSA is collaborating with the HHS/Assistant Secretary for Planning and Evaluation
(ASPE) on the evaluation for this program, which seeks to address three main questions of
interest: 1) is it possible to integrate the services provided by primary care providers and
community-based behavioral health agencies; 2) does the integration of primary and behavioral
health care lead to improvements in the mental and physical health of the population with serious
mental illnesses and/or substance use disorders served by these integrated models; 3) which
models of integrated primary and behavioral health care lead to better mental and physical health
impacts for the population served.

In FY 2010, SAMHSA, in partnership with the Health Resources and Services Administration
(HRSA), funded a Training and Technical Assistance Center for Primary and Behavioral Health
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Care Integration (TTA-PBHCI). The purpose of this program is to serve as a national training
and technical assistance center on the bidirectional integration of primary and behavioral health
care and related workforce development. The TTA-PBHCI grantee will be expected to provide
support in two core areas: 1) technical assistance and support to SAMHSA and HRSA grantees
and 2) serve as a national technical assistance resource to the general public including generating
and disseminating best practice materials from Federal partners such as HRSA, Agency for
Healthcare Research and Quality (AHRQ), National Institutes of Health (NIH) and other
partners.

Community Resiliency & Recovery Initiative (CRRI)

Program Description and Accomplishments

In FY 2010 SAMHSA initiated the Community Resilience and Recovery Initiative (CRRI) grant
program and awarded three grants over the next four years to support this initiative. This place-
based initiative seeks to support evidence-based early interventions to address behavioral health
problems, such as increased substance and alcohol use, family violence and increased incidence
of mental health problems for individuals and communities experiencing heightened levels of
stress, anxiety, and grief related to the economic downturn. This includes the opportunity to
support collaboration with community law enforcement and drug courts where appropriate. This
Initiative places a special focus on communities facing significant increases in unemployment.

Suicide Lifeline

Program Description and Accomplishments

The National Suicide Prevention Lifeline, 1-800-273-TALK, coordinates the network of 147
crisis centers across the U.S. providing suicide prevention and crisis intervention services to
individuals seeking help at any time, day or night.

The National Suicide Prevention Lifeline routes calls from anywhere in the U.S. to a network of
certified local crisis centers that can link callers to local emergency, mental health, and social
services resources, averaging nearly 54,000 calls per month answered. In July 2007, SAMHSA
partnered with the Department of Veterans Affairs to provide and ensure 24/7 access to a
veterans suicide prevention hotline. This hotline has answered an average of more than 6,000
calls from veterans per month and more than 700 calls per month from veteran’s families. The
National Suicide Prevention Lifeline is also responding to calls from active duty military and
their families. In addition, the Lifeline has been increasingly responding to letters and emails sent
to the White House from people in crisis for a variety of reasons, including the impact of the
economic downturn. SAMHSA is in the process of developing a suicide hotline outcome
measure to determine the number of people who contacted the Lifeline who believe the call
prevented them from taking their lives. This new data collection will help inform SAMHSA and
HHS on the vital impact the Lifeline is having across the Nation.

In September 2008, SAMHSA awarded six grants to the National Suicide Prevention Lifeline
crisis centers to provide follow up to suicidal callers. Evaluation and research findings indicate
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that the immediate aftermath of suicidal crises is a time of heightened risk for suicide but has
great potential for suicide prevention. Preliminary data from this program indicate that when
asked by an independent evaluator “To what extent did the counselor’s calling you stop you from
killing yourself,” more than 50% of those receiving follow up phone contact responded “a lot.”
In FY 2010, SAMHSA added six more crisis center grants to continue to help address the need
for critical follow up services and supports for people contacting the Lifeline.

GL S Youth Suicide Prevention

Program Description and Accomplishments

The Garrett Lee Smith (GLS) Memorial Act authorizes SAMHSA to manage two significant
youth suicide prevention programs and a resource center. The GLS State/Tribal Youth Suicide
Prevention and Early Intervention Grant Program currently supports 35 States, 16 Tribes or
Tribal organizations, and one Territory in developing and implementing youth suicide prevention
and early intervention strategies involving public-private collaborations among youth serving
institutions. The GLS Campus Suicide Prevention program currently provides funding to 38
institutions of higher education to prevent suicide and suicide attempts. The GLS Suicide
Prevention Resource Center develops effective strategies and best practices to ensure the field
has access to the most crucial information. SAMHSA supports an innovative training and
technical assistance project that helps tribal communities mobilize existing social and
educational resources by facilitating the development and implementation of comprehensive and
collaborative community based prevention plans to reduce violence, bullying, and suicide among
American Indian /Alaska Native youth.

The importance of suicide prevention measures during this difficult economic time cannot be
overstated. = Researchers have shown a relationship between sustained high rates of
unemployment and increased risk for and incidence of suicide. In calendar year 2010, the
Lifeline answered 691,874 calls, an average of 1,896 calls per day from people at risk for
suicide, more than 60,000 in the last recorded month alone. Between 30-40% of the calls are
linked to economic distress or concerns about unemployment. National Suicide Prevention
Lifeline crisis centers across the nation are responding to people in suicidal crises. Urgent
supplemental funding was provided to the crisis centers in 2009 as well. At the same time these
centers are threatened with significant cutbacks in funding from State and local governments and
other sources of support.

SAMHSA supports an array of initiatives designed to improve public and professional awareness
of suicide as a preventable public health problem and to enhance the ability of systems that
promote prevention, intervention, and recovery. Each of the five major grant programs in
SAMHSA’s suicide prevention portfolio advances the National Strategy for Suicide Prevention.

In addition to programs that build suicide prevention capacity, SAMHSA also supports the
Suicide Prevention Resource Center. This initiative promotes the implementation of the
National Strategy for Suicide Prevention and enhances the nation’s mental health infrastructure
by providing States, government agencies, private organizations, colleges and universities, and
suicide survivor and mental health consumer groups with access to the science and experience
that can support their efforts to develop programs, implement interventions, and promote policies
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to prevent suicide. The Suicide Prevention Resource Center works with and supports prevention
networks to reduce suicides, community by community. Prevention networks are coalitions of
organizations and individuals working together to promote suicide prevention including State-
wide or tribal coalitions, community task forces, regional alliances, and professional groups.

Al/AN Suicide Prevention

Program Description and Accomplishments

SAMHSA supports an innovative training and technical assistance project that helps tribal
communities mobilize existing social and educational resources by facilitating the development
and implementation of comprehensive and collaborative community based prevention plans to
reduce violence, bullying, and suicide among American Indian/Alaska Native youth. To date,
nearly 200,000 Tribal members in 20 communities and 2,100 Alaska Natives in five villages
have been provided specialized technical assistance and support in suicide prevention and related
topic areas for these communities. In addition, over 750 community members were trained in
prevention and mental health promotion in these communities.

Homel essness Pr evention and Housing Program

Program Description and Accomplishments

Homelessness can be prevented. Current estimates for the number of people experiencing
homelessness on any given night in the U.S. is approximately 664,000 of which 124,000 are
single adults who are chronically homeless. Approximately 30 percent of the chronically
homeless population has a serious mental illness and around two-thirds have a primary substance
use disorder or other chronic health condition that create major difficulties in accessing and
maintaining stable, affordable, and appropriate housing.

The goal of SAMHSA’s Strategic Initiative on Recovery Support is to provide supportive
permanent housing and reduce the barriers that homeless persons with mental and substance use
disorders and their families experience when accessing effective programs that sustain recovery
and permanent supportive housing. Two programs are helping to suppor the goals of this
Strategic Initiative. The Grants for the Benefit of Homeless Individuals (GBHI) program was
created to enable communities to expand and strengthen their treatment services for homeless
individuals with substance use disorders, or with co-occurring substance use and mental
disorders. SAMHSA will fund programs that demonstrate treatment effectiveness in serving
homeless, runaways, street youth, and homeless veterans and move them to transition into
permanent supportive housing. Funds are also used to expand and strengthen substance abuse
treatment services for homeless, alcohol-dependent persons who have histories of public
inebriation, frequent emergency room visits, and arrests. Services include outreach, screening
and assessment, referral, direct treatment, and wrap-around services, all directed to permanent
and stable housing.
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The Services in Supportive Housing (SSH) program was created to help end chronic
homelessness by funding treatment and support services to individuals and families in
coordination with permanent supportive housing programs and resources. The SSH program
provides comprehensive services that focus on outreach, engagement, intensive case
management, mental health services, substance abuse treatment, benefits support, and linkage to
permanent housing. The target population is individuals and families with severe mental illness
or a co-occurring mental and substance use disorder who have been continuously homeless for at
least one year or have had at least four episodes of homelessness in the past three years.

The SSH program helps to prevent or reduce chronic homelessness by funding wrap-around
services for individuals and families experiencing chronic homelessness in coordination with
existing permanent supportive housing programs and resources. This innovative approach
provides intensive individualized support services to people with serious psychiatric conditions
and those with co-occurring mental and substance use disorders and linkages to housing
resources. Research indicates that this combination of long-term housing and wrap-around
services leads to improved residential stability and reductions in psychiatric symptoms (Shern, et
al.,, 1994). This program provides individuals and families who experience chronic
homelessness the appropriate services and treatment needed to stay housed in a permanent
setting.

As of January 2011, the SSH grantees have provided cumulatively over 3,605 persons with
comprehensive and coordinated mental health and related services. More than half (55 percent)
of the people served demonstrated improvement in behavioral functioning and represent. With
the expansion of the SSH program in FY 2010, SAMHSA expects to triple the number of
individuals provided supportive housing services and provide needed supports to their family
members. Five new SSH grants were awarded in FY 2010.

The FY 2012 Budget request for this program is aligned with “Opening Doors: the Federal

Strategic Plan to Prevent and End Homelessness” which was released in June 2010. This
program is an essential piece to accomplishing the goals of the Plan.

Minority AIDS

Program Description and Accomplishments

The purpose of the Minority AIDS program is to enhance and expand the provision of effective,
culturally competent HIV/AIDS-related mental health services in minority communities for
persons living with HIV/AIDS and having a mental health need. The Centers for Disease
Control and Prevention (CDC) reports significantly higher rates of HIVV/AIDS among people of
color. Blacks accounted for 51 percent and Hispanics accounted for 18 percent of all HIV/AIDS
cases diagnosed in 2007 in the 34 States with name-based reporting (CDC, 2009). Psychiatric
and psychosocial complications frequently are not diagnosed or addressed either at the time of
diagnosis or through the course of the HIV/AIDS disease process. When untreated, these
complications are associated with increased morbidity and mortality, impaired quality of life, and
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numerous medical and/or behavioral challenges, such as non-adherence with the treatment
regimen. Eligible applicants are domestic public and private nonprofit entities.

Criminal & Juvenile Justice Programs

Program Description and Accomplishments

Data from the 2008 National Survey on Drug Use and Health show that there were 10.6 million
adults aged 18 or older who reported an unmet need for mental health care in the past year. This
included 5.1 million adults who did not receive any mental health services in the past year. The
data also show that of the 2.5 million Americans with co-occurring serious mental illiness (SMI)
and substance abuse disorder, over one third (39.5%) of these adults received no treatment at all.
Studies of criminal populations have found even higher rates of co-occurring psychiatric and
substance use disorders than the general population.*

Since 2002, SAMHSA has administered the Jail Diversion Program for Adults involved in the
criminal justice system and has awarded grants to 40 States and communities. Over the past 30
years, the criminal justice system has become a repository for a large number of individuals with
SMI who are arrested for a wide range of crimes®. The purpose of this initiative is to divert
individuals with mental illness from the criminal justice system to more appropriate, community-
based treatment and recovery support related services including primary health care, housing,
and job counseling/placement. In 2008, the Jail Diversion Program expanded focus to include
individuals with trauma-related mental disorders in an effort to reach the growing number of
individuals with post-traumatic stress disorder involved in the criminal justice system, with a
specific priority for veterans. The program also limited eligibility to States to pilot local
diversion programs and replicate them State-wide. To date, grantees have conducted over
79,000 screenings and diverted over 3,300 persons with mental illness from jail to community
treatment services. Nineteen of the 24 earliest grantees continued their programs after SAMHSA
funding ended.

Practice | mprovement/Training

Program Description and Accomplishments

SAMHSA addresses the need for disseminating key information such as best-practices and
evidence base to the mental health delivery system and achieving health care reform by engaging
in activities that support the mental health system transformation and reform. These activities
include Historically Black Colleges and Universities (HBCU) — Center of Excellence,
Elimination of Mental Health Disparities, and Peer Review activities.

The purpose of the HBCU - Center of Excellence is to network the 103 HBCUs throughout the
U.S. and promote workforce development through expanding knowledge of best practices,

'Serious Mental Iliness and Arrest, Swartz and Lurigio, 2007
2 Serious Mental Iliness and Avrrest, Swartz and Lurigio, 2007

98



leadership development and encouraging community partnerships that enhance the participation
of African-Americans in the substance abuse treatment and mental health professions. The
comprehensive focus of the HBCU — Center for Excellence will simultaneously expand service
capacity on campuses and in other treatment venues. The goals of the HBCU-Center for
Excellence are to: expand and enhance the existing national network of HBCUs to foster the
development of programs, and to facilitate collaboration and the exchange of information related
to substance abuse and mental health; provide culturally appropriate substance abuse and mental
health disorder resources to HBCUSs; and to promote workforce development in substance abuse
and mental health by exposing HBCU students to a wide range of opportunities in the field,
including, but not limited to internships, mentoring and leadership trainings.

Consumer & Consumer Support TA Centers

Program Description and Accomplishments

Consumer and Consumer Supported TA Centers foster a recovery-oriented, consumer-driven
system of care to enhance consumer self-determination and recovery by helping people decrease
their dependence on expensive social services and avoid inappropriate use of inpatient
hospitalization through the use of alternative interventions. The program helps improve
collaboration among consumers, families, advocates, providers and administrators which
facilitates transforming community mental health services to be more consumer driven and
family focused.

Minority Fellowship Program (M FEP)

Program Description and Accomplishments

In a partnership of CMHS, CSAP and CSAT, this program increases the knowledge of issues
related to ethnic minority mental health and substance use disorders, as well as improves the
quality of mental health and substance abuse prevention and treatment delivered to ethnic
minorities by providing stipends to doctoral level students to increase the number of culturally
competent behavioral health professionals who teach, administer, conduct services research, and
provide direct mental health/substance abuse services to underserved minority populations. 125
individuals were trained in FY 2009. Since its start in 1973, the Minority Fellowship Program
(MFP) has helped to support doctoral-level training of ethnic minority psychiatrists,
psychologists, psychiatric nurses, and social workers. These individuals often serve in key
leadership positions in mental health and substance abuse direct services, services supervision,
services substance direct services, services supervision, services research, training, and
administration.
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Disaster Response

Program Description and Accomplishments

The Emergency and Disaster Mental Health National Technical Assistance Center supports
individuals and communities faced with the behavioral health impact of natural and man made
disasters. In addition, this National Center supports the FEMA Crisis Counseling Assistance.
The FEMA Crisis Counseling Assistance and Training Program (CCP) is an inter-agency
agreement between SAMHSA and the Federal Emergency Management Agency (FEMA) that
supplies supplemental financial assistance to provide crisis counseling services to disaster
survivors to promote recovery and mitigate the need for traditional behavioral health services.
These counseling services assist individuals and communities in recovering from the challenging
effects of natural and human caused disasters through the provision of community-based
outreach and psycho-educational services. CCP provided over 1.2 million face-to-face
encounters in FY 2008. In October 2009, the CCP Online Data Collection and Evaluation
System was released and is a significant advancement for the CCP’s data collection.

|El - CMHS Funding History*

FY Amount
2007 $251,447,000
2008 $274,154,000
2009 $315,883,000
2010 $327,842,000
2011 $327,689,000

* The funding history is based on a comparable basis to previous funding levels to reflect the
revised budget restructure.

Budget Request

The FY 2012 President’s Budget request is $270.9 million, a decrease of $56.9 million from the
FY 2010 Level. The request will support 306 grant and 35 contract continuations, as well as 73
new grants and five new contracts. The funding level enables the continuation of most
programmatic activities. The Older Adults program will be terminated. Ten new NCTSN
grants, 19 GLS-States grants, 21 GLS-Campus grants, 22 Homelessness Prevention grants
(including 12 new HHS/HUD Homelessness Prevention and Housing Initiative), and one new
Suicide Lifeline grant will be awarded. The Budget phases out funding for new awards,
including: Children and Family Programs, Consumer and Family Network Grants, Mental Health
System Transformation and Health Reform, and Practice Improvement and Training. No
continuing grant awards will be terminated. SAMHSA will work with the States to use their
Block Grant and Substance Abuse and Mental Health Prevention Grants to implement the
practices learned from these programs.
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Outcomes and Outputs

Co-Occurring State Incentive Grants

As the Co-Occurring State Incentive Grants are coming to an end in FY 2009 and no new grants
are planned, performance measures for this program will no longer be reported.

Y outh Violence Prevention

Table 1: Key Performance I ndicatorsfor Youth Violence Prevention

FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M re Most Recent | Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
) . FY 2010:
?gu?én'\gmber of children served | 5 358 509 2,328,500 2,328,500 Maintain
(Target Met)
3.2.10: Percentage of students who gg 320910:
receive mental health services 7 66% 66% Maintain
(Target Not
(Outcome) Met)?
3.2.29: Percentage of middle and FY 2010:
high school students who have been | 19.0% 27 0% 27 0% Maintain
in a physical fight on school (Target =70 el
property (Outcome) Exceeded)
3.2.30: Percentage of middle and 51020910:
high school students who report (Tér Zt 20.0% 20.0% Maintain
current substance abuse (Outcome) Excege ded)

This number includes data from a large cohort of grantees funded in 2009. The 2010 result is derived from 60 new grantees and 27 continuing
grantees. Full implementation of services does not occur until later in 1st year of program. Thus decrease may reflect the impact of the larger new

cohort.
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National Child Traumatic StressInitiative (NCTSI)

Table 2: Key Performance Indicatorsfor National Traumatic Stress Network

FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M easur e M ost Recent Targe_t Targe_t Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
3.2.02: Percentage of children
rgceiv_ing sgrvicegs showing clinically (F.P; rzg%%?\.l:tg% 69% 69% Maintain
S|gn|f|c_ant improvement (HHS Met)*
Strategic Plan Measure) (Outcome)
3.2.23: Unduplicated count of the FY 2010: 1,959
num_bgr of chiIdre_n and adolescgnts (Target Not 3917 480 2737
receiving trauma-informed services Met but ' '
(Outcome) Improved)
3.2.24: .Number (_)f ch?ld—serv_in_g 55Y128%09.
profesm_onals trained in providing (Térget Not 100.800 23800 -77.000
trauma-informed services Met but ' ' '
(Outcome)® Improved)

4 . .
Lower number reflects a return to the methodology used to calculate GPRA that was originally used in FY 2006.
® FY 2010 data is not available due to transfer to TRAC system data collection. Data will be available for FY 2011.
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Mental Health System Transformation Grants

Key Performance I ndicatorsfor Mental Health System Transfor mation Grants

6,7,8

FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M re Most Recent | Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
1.2.11: Number of persons in the .
mental health and related workforce g(;( 922(2110'
trained in specific mental-health (Télr ot 746 2,000 +1,254
related practices/activities as a result Excege ded)
of the grant (Outcome)
Suicide Prevention
Table 3: Key Performance I ndicatorsfor Suicide Prevention Activities
FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M re Most Recent | Target Target Target +/- FY
casu Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
2.3.59: Total number individuals FY 2010:
trained in youth suicide prevention® | 35,371 35,371 35,371 Maintain
(Outcome) (Target Met)
. FY 2010: 3,729
iféigégﬁt?&‘: TJ?;r of youth (Target 3,360 3,360 Maintain
P Exceeded)
FY 2010:
2.3.61: Number of calls answered by | 664,932 .
the suicide hotline (Output) (Target 555,132 555,132 Maintain
Exceeded)

6 . .
Program was formally known as Mental Health State Incentive Grants for Transformation

This program is still under development and performance measures will be added once the program is finalized. In the interim, targets for FY
2012 and FY 2013 have been included and are subject to change.

FY 2011 targets for this program drop off due to grants coming to a natural end.

9
This measure has been revised for the FY 2011 President's Budget. Previously the measure was cumulative. It has been revised to report its data
agnually. As a result, targets for FY 2009 and 2010 were adjusted and data provided here may appear to differ from those previously published.
This measure has been revised for the FY 2011 President's Budget. Previously the measure was cumulative. It has been revised to report its
data annually. As a result, targets for FY 2009 and 2010 were adjusted and data provided here may appear to differ from those previously

published in the FY 2010 President's Budget.
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Mental Health Services — Homelessness Programs

Table 4: Key Performance Indicatorsfor Mental Health Homelessness Prevention Programs™

FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M easure Most Recent | Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
. FY 2010: 3,491
?gu(t);utl)\lumber of clients served (Target 2,262 2,734 +472
Exceeded)
FY 2010:
3.4.02: Percentage of adults 63.9%
receiving services who report (Target Not 68.4% 68.4% Maintain
improved functioning (Outcome) Met but
Improved)
FY 2010: 13.7
3.4.03: Percentage of adults %
receiving services who were (Target Not 15.6% 15.6% Maintain
currently employed (Outcome) Met but
Improved)
3.4.05: Percentage of adults FY 2010: 79.4
receiving services W!‘]O had a % 60.6% 74.2% +13.6%
permanent place to live in the (Target
community (Outcome) Exceeded)
3.4.06: Percentage of adults (F'P;rzg(()i(l)\.lgto %
receiving services who had Met but 78 % 78 % Maintain
improved social support (Outcome)
Improved)

11 . . . .
Prior to FY 2010 president's Budget, Homelessness data was reported in the CMHS Other Capacity table
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K ey Performance I ndicators for Mental Health — Other Capacity™®

on the basis of information and
training provided by the program
(Outcome)

FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M easur e Most Recent Targgt Targe_t Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
1.2.05: Percentage of clients 5;720210' o
receiving services yvho report (Tz;lrget Not 54% 54% Maintain
improved functioning (Outcome) Met)
1.2.82: Percentage of clients FY 2010: 74.4
receiving services who had a % 67.7 % 67.7 % Maintain
permanent place to live in the (Target ' '
community (Outcome) Exceeded)
1.2.83: Percentage of clients (';)Y 2010:17.2
receiving services who are currently (Target 14.0 % 14.0 % Maintain
employed (Outcome) Exceeded)
Table5: Key Performance I ndicatorsfor Mental Health — Science and Service Activities™**
FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M easure Most Recent | Target Target Target +/- FY
Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
1.4.06: Number of people trained by | FY 2010: 5,835
CMHS Science and Service (Target 4,237 3,390 -847
Programs (Output) Exceeded)
1.4.08: Percentage of participants
who report implementing
improvements in treatment methods N/A N/A N/A N/A

12
Prior to 2008, includes Jail Diversion, Older Adults, HIV/AIDS, and Services in Supportive Housing programs. Beginning in 2009, data from
Services in Supportive Housing will be reported under Homelessness Activities. In 2010, Primary and Behavioral Health Care Integration and

Healthy Transitions was added.

Prior to 2008, includes HIV/AIDS education and Historically Black Colleges and Universities National Resource Center for Substance Abuse

and Mental Health.

In the FY 2010 President's Budget it was erroneously noted that Statewide Family/Consumer TA Center contributed to the Science and
Services measures. This is not the case and thus has been removed from the list of participating programs.
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FY 2011 FY 2013 FY 2013
Performance | Performance | Performance
M re Most Recent | Target Target Target +/- FY
casu Result Associated Associated 2011
with FY 2010 | with FY 2012 | Performance
PB Request Target
1.4.09: Number of individuals FY 2010:
trained by SAMHSA's Science and 38,624
Services Program (HHS Strategic (Historical N/A N/A N/A
Plan Measure) (Output) Actual)®®
Grant Award Table
(Whole Dollars) FY 2010 FY 2011 FY 2012
Number of Awards 476 482 332
Average Award $408,817 $410,703 $393,127
Range of Awards $15,000-$6,000,000 $15,000-$6,000,000 $15,000-$6,000,000

15
NOTE: Data are preliminary and do not reflect all program accomplishments during FY 2010. Reporting periods for component programs vary

and, therefore, are complete for only a portion of them. Final data for all programs will be available in August 2011.
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SAMHSA/Center for Substance Abuse Prevention
Innovation & Emerging I ssues

Summary of Programs

The Substance Abuse Prevention Innovation & Emerging Issues programs (IEI) support States
and communities in carrying out an array of activities to improve the quality and availability of
services in priority areas. The FY 2012 President’s Budget request for SAMHSA Substance
Abuse Prevention IEI includes $69.4 million which covers five programmatic activities, a
decrease of $6.1 million from the FY 2010 Continuing Resolution. The request includes:

e $41.4 million for Minority AIDS Initiative (MAI) to continue delivering and sustaining
high quality and accessible substance abuse and HIV prevention services in the form of
continuation grants;

e $7.0 million for Sober Truth on Preventing Underage Drinking (STOP Act) to continue to
provide grants to organizations that are currently receiving or have received grant funds
under the Office of National Drug Control Policy’s Drug-free Communities Act of 1997
to either enhance an existing focus or to add a focus on preventing underage drinking;

e $4.4 million for Science and Service Program Coordination which primarily supports two
key technical assistance contracts that enable SAMHSA to focus on two critical issues:
assisting Tribes in obtaining support and implementing outreach to complement the
Tribal Prevention Grant; development and implementation of policy changes to prevent
underage drinking.

e $8.0 million for the Fetal Alcohol Spectrum Disorders (FASD) initiative to continue
efforts to prevent Fetal Alcohol Spectrum Disorder and increase functioning and quality
of life for individuals and their families impacted by these disorders.

e $8.5 million to continue provision of technical assistance to maximize effectiveness
through the Centers for the Application of Prevention Technologies.

The Substance Abuse Prevention IEI underwent a program assessment in 2004. The assessment
cited strong purpose and design, ambitious targets, and strong program management as key
attributes of the program. Since the program assessment, the program has implemented the
Strategic Prevention Framework, has refined its outcome measures, and has improved data
collection and reporting.
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SAMHSA/ Center for Substance Abuse Prevention

Mechanism Table by APT
(Dollarsin Thousands)

FY 2010 FY 2011 FY 2012
Actual CR Pres. Budget
No.  Amount| No. Amount No. Amount
Innovation and Emer ging Issues
Grants/Cooperative Agreements:
CONLINUALIONS .....ooorvvierieee s 159 25,161 225 44501 222 43919
NEW/COMPELING.....rvvvvveesieresces e sssssssessssnss 82 22,666 1 3,950 0 0
SUBLOLAL ...ov.ceevereeeeee v esesssse s sssessssees s s s 241  47,827| 226 48,451 222 43919
Contracts:
CONEINUALIONS ..ot 10 24048 11 27076 10 25457
NEW....ovvovesvtsees ettt 3 3563 O 0 0 0
SUBLOLAL ...ovocveverceeveeeeseess s ssses s ssssesssssesssssesssssssssesas 13 27,611 11 27,076 10 25,457
Subtotal, Innovation and Emerging I SSUES..............cccoome.... 254 $75,438| 237  $75,527 232 69,376
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SAMHSA/Innovation and Emerging I ssues - Substance Abuse Prevention
(Dollarsin Thousands)

FY 2010 FY 2011 FY 2012
Actual Continuing | President's

Resolution Budget
MAWL ..o $41,385 $41,385 $41,385
STOP ACL..iiiiiiiiie ittt 7,000 7,000 7,000
Congressional Projects ..........ccccevvviiveeeeeiiiiiiieeeeeeens 3,950 3,950 0
Science & Service Program Coordination.................... 4,845 4,789 4,409|
Fetal Alcohol Center of Excellence.............cccccoeenneee 9,820 9,821 8,000
Center for the Application of Prevention Technologies. 8,367 8,511 8511
Minority Fellowship Programs.............cccocveeiiiineenne. 71 71 71
TOTAL, |IEI CSAP $75,438 $75,527 $69,376
Authorizing Legislation ..........c.cccceecveveiivenenienne. Section 516, 519B, 519E, 520A of the PHS Act
FY 2012 AULNOTIZALION ....vveeieece ettt te e e sna e aeeneenneas Expired
Allocation Method ..........cccccevevviiviveinee Competitive Grants/Cooperative Agreements/Contracts

Minority AIDS Initiative (MAI)

Program Description and Accomplishments

SAMHSA/CSAP’s Minority AIDS Initiative (MAI), implemented in FY 1999, supports efforts
to reduce health disparities in minority communities by delivering and sustaining high quality
and accessible substance abuse and HIV prevention services. The program strategies include
implementing evidence-based prevention practices targeting subpopulations, conducting HIV
testing and referral for treatment, and preventing/reducing the risk of substance use disorders
and/or HIV. Grantees are required to target one or more high-risk populations such as African
American women, adolescents, or individuals who have been released from prisons and jails
within the past two years.

The MAI has funded ten cohorts of grants, with currently 122 active grants funded from cohorts
six through ten, from FY 2005-2010. All grantees are required to use SAMHSA’s Strategic
Prevention Framework as the model on which they develop their long-range and annual strategic
plans for delivering prevention services. Program results show an increase of participants’
awareness of the risk of substance use and HIV, increased numbers of people undergoing HIV
tests, and a decrease in participants’ use of alcohol or illicit drugs. In FY 2010, SAMHSA
developed two new grant programs (the Capacity Building Initiative and